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THE IMPLICATIONS OF THE U.S.
DEPARTMENT OF VETERANS AFFAIRS’
LIMITED SCOPE OF GULF WAR
ILLNESS RESEARCH

THURSDAY, JULY 30, 2009

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS,
Washington, DC.

The Subcommittee met, pursuant to notice, at 10:00 a.m., in
Room 340, Cannon House Office Building, Hon. Harry E. Mitchell
[Chairman of the Subcommittee] presiding.

Present: Representatives Mitchell, Walz, Adler, Hall, and Roe.

OPENING STATEMENT OF CHAIRMAN MITCHELL

Mr. MiTCHELL. Good morning and welcome to the Subcommittee
on Oversight and Investigations of the House Veterans’ Affairs
Committee. This is a hearing on the Implications of the U.S. De-
partment of Veterans Affairs’ (VA’s) Limited Scope of Gulf War IlI-
ness Research. This meeting is held on July 30th. This meeting will
come to order.

I want to thank everyone for attending today’s Oversight and In-
vestigations Subcommittee Hearing entitled, “The Implications of
the U.S. Department of Veterans Affairs’ Limited Scope of Gulf
War Illness Research.”

It has been upward 19 years since the United States deployed
nearly 700,000 servicemembers to the Gulf in support of Oper-
ations Desert Shield and Desert Storm. When these troops re-
turned home, some reported symptoms that were believed to be re-
lated to their service and possible exposure to toxins, agents, and
chemicals. However, the amount and combination of these chemi-
cals used during this period is unknown, and conflicting research
has created a real challenge for being able to prove a veteran’s
symptoms resulted from service-connection.

As a result, there are many veterans with undiagnosed illnesses
and multiple symptom illnesses relating to their service in the Gulf
War who are still suffering from chemical agent exposure, and are
finding themselves fighting the VA to have Gulf War Illness recog-
nized as a service for compensation.

As many of you know, in May of this year, this Subcommittee
held its first of a series of hearings to address this issue. During
that hearing we examined the impact of toxins and pesticides used
during the Vietnam and Gulf Wars. And with a growing chorus of
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concern over the accuracy of existing research, I believe it is time
for us to take an in-depth look at the scientific research sur-
rounding Gulf War Illness research.

Today’s hearing will focus on how the current research is pro-
gressing, including taking a closer look at the reports offered from
the Institute of Medicine, the IOM, and the Research Advisory
Committee, the RAC. In addition, the hearing will examine the
VA'’s role in treating Gulf War Illness.

There are few things that I would specifically like to examine
today. First, did VA and IOM meet Congressional mandates and
the essence of Public Laws 105-277 and 105-368 to include animal
and human studies, along with evaluating diagnosed and
undiagnosed illnesses? Second, were methodologies used by the
IOM equivalent in both Agent Orange and Gulf War studies? And
third, I would like to examine the methodologies utilized in the
production of the RAC report.

We have learned, and will continue to learn, that Gulf War Ill-
ness research is a challenge, but a missing link appears to be a
lack of documentation of exposure and compounds that exposed our
veterans.

Additionally, we are waiting for science to bridge the gap be-
tween self-reported illnesses and diagnostic evidence, just as we did
with Agent Orange veterans.

Our last hearing on this issue shed light on the fact that we
aren’t doing enough for our Gulf War veterans and that they con-
tinue to fight for what they deserve.

Today, I am hopeful that we will examine this issue with open
minds and get one step closer to a consensus amongst Congress,
VA, scientific bodies, and most importantly, our veterans.

For today’s hearing, we have brought experts from all fields to
discuss this important issue. I am hopeful our panelists here today
will discuss the merits of the RAC report in comparison with IOM
methodologies and the results of both, as well as discuss the best
course to ensure that this important research will benefit veterans.

I am anxious to hear from the VA what actions they have taken
in response to the RAC report, and more importantly, how the
questions surrounding Gulf War research affect our veterans and
how the VA plan to move forward.

While I praise all of our panelists here today for the research
work they are doing on behalf of our Gulf War veterans, we must
find a way to give these veterans the answers they have been look-
ing for since returning home from theater almost 20 years ago.

Before I recognize the Ranking Republican Member for his re-
marks I would like to swear in our witnesses. I would ask all wit-
nesses from all three panels to please stand and raise your right
hand.

[Witnesses sworn.]

Thank you. I would now like to recognize Dr. Roe for opening re-
marks.

[The prepared statement of Chairman Mitchell appears on p. 47.]

OPENING STATEMENT OF HON. DAVID P. ROE
Mr. ROE. Thank you, Mr. Chairman, for yielding time.
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As you indicated in your opening statement this is the second of
a three-part series of Gulf War Illness research. The focus entitled
to this second hearing is Implication to VA’s Limited Scope of Gulf
War Illness Research. While I am not sure that the VA has limited
scope in the area of Gulf War Illness research, I appreciate you
calling this hearing to further evaluate the research that has been
completed and reviewed, not just by the Research Advisory Com-
mittee on Gulf War Veterans’ Illnesses, but also by the National
Academy of Science and the Institute of Medicine. I understand
that both organizations are represented here today as witnesses.

As a follow up to our first meeting, we have received responses
to questions for the record from Dr. Roberta White from Boston
University, Dr. Lea Steele from Kansas State University, Paul Sul-
livan of Veterans for Common Cause, as well as the VA. I appre-
ciate that we received their responses prior to today’s hearing.
Their input from the last hearing is important information that we
have to process today.

On Tuesday afternoon, the Committee also received the Sec-
retary’s “Annual Report to Congress on Federally Responsive Re-
search on Gulf War Veterans’ Illnesses for 2008.” This report is
also important for us to review as it reflects the large body of work
that is continuing on this matter.

In fiscal year 1992 through fiscal year 2008, the VA, the U.S. De-
partment of Defense (DoD), and the U.S. Department of Health
and Human Services (HHS) funded 347 distinct projects relating to
health problems affecting Gulf War veterans. As of September 30,
2008, 288 of these projects were completed, and 59 projects were
either new or ongoing. I am pleased to have received this report
prior to today’s hearing.

I am looking forward to a lively discussion today, as we have rep-
resentatives here from several different scientific backgrounds rep-
resenting different studies on Gulf War Illness and possible causes.

I am pleased, Mr. Chairman, that you have decided to include in
this hearing the Institute of Medicine representatives who have
compiled large volumes of material on Gulf War Illness, possible
causes, and comorbid diseases, which may or may not have come
from exposure during the first Gulf War.

I am interested in learning whether these same exposures were
also present during the current conflict and what we can expect as
the authorizing Committee, as to new presumptions for exposure in
both conflicts.

I would like to remind my colleagues as we proceed that we
must, throughout this series of hearings, keep an open mind as to
the reports and studies being presented to us, and the way ahead
for us as the authorizing Committee for benefits and services pro-
vided to our Nation’s veterans.

Again, Mr. Chairman, I appreciate your diligence in pursuing
these hearings, and yield back my time.

[The prepared statement of Congressman Roe appears on p. 48.]

Mr. MiTcHELL. Thank you. Mr. Walz, would you care to make an
opening statement?

Mr. WALZ. No, Mr. Chairman, thank you again, and thanks for
the Ranking Member for holding this hearing.



4

Mr. MitcHELL. Thank you. I ask unanimous consent that all
Members have 5 legislative days to submit a statement for the
record. Hearing no objection so ordered.

If the first panel would please come forward. Joining us on the
first panel is Dr. Lynn Goldman, Professor at the Johns Hopkins
University Bloomberg School of Public Health. She is also a Mem-
ber of the Committee on Gulf War and Health at the Institute of
Medicine of the National Academies. Dr. Goldman is accompanied
by Robbie Wedge, Senior Program Officer at the Institute of Medi-
cine. Also joining us on the first panel is Jim Binns, Chairman of
the Research Advisory Committee on Gulf War Veterans’ Illness,
and Dr. Lea Steele, Former Scientific Director of the Research Ad-
visory Committee on Gulf War Veterans’ Illness and Adjunct Asso-
ciate Professor at the Kansas State University School of Human
Ecology.

I want to remind all panelists if they could please keep their
statements to 5 minutes. Your complete written statement will be
submitted for the record. And I would like to recognize in this
order first Dr. Goldman, then Mr. Binns, and then Dr. Steele. Dr.
Goldman?

STATEMENTS OF LYNN GOLDMAN, M.D., MPH, PROFESSOR,
BLOOMBERG SCHOOL OF PUBLIC HEALTH, JOHNS HOPKINS
UNIVERSITY, BALTIMORE, MD, AND MEMBER, COMMITTEE
ON GULF WAR AND HEALTH, INSTITUTE OF MEDICINE, THE
NATIONAL ACADEMIES; ACCOMPANIED BY ROBERTA
WEDGE, M.S., SENIOR PROGRAM OFFICER, BOARD ON THE
HEALTH OF SELECT POPULATIONS, INSTITUTE OF MEDI-
CINE, THE NATIONAL ACADEMIES; JAMES H. BINNS, CHAIR-
MAN, RESEARCH ADVISORY COMMITTEE ON GULF WAR VET-
ERANS’ ILLNESSES; AND LEA STEELE, PH.D., ADJUNCT ASSO-
CIATE PROFESSOR, KANSAS STATE UNIVERSITY SCHOOL OF
HUMAN ECOLOGY, MANHATTAN, KS, AND FORMER SCI-
ENTIFIC DIRECTOR, RESEARCH ADVISORY COMMITTEE ON
GULF WAR VETERANS’ ILLNESSES

STATEMENT OF LYNN GOLDMAN, M.D., MPH

Dr. GoLDMAN. Thank you very much, Mr. Chairman, and thanks
also to Mr. Roe and the Members of the Subcommittee for holding
this hearing today on your concerns about veteran’s health.

As you know my name is Lynn Goldman, and I am a professor
of environmental health sciences and epidemiology at the Johns
Hopkins University, and I did also serve in government for 6 years
as assistant administrator for EPA’s Office of Prevention, Pes-
ticides and Toxic Substances. But in this regard, I have chaired
two of the Institute of Medicine Gulf War and Health Committees.
One of the books here is our report on “Gulf War and Health: Re-
view of the Medical Literature Relevant to Gulf War Veterans
Health,” and another is our report on fuels, combustion products,
and propellants. Also, I was a member of the committee that pro-
duced the report on insecticides and solvents. And so I am here be-
cause of my experience as a volunteer. Also, I am a member of the
Institute of Medicine.

I am going to focus on four points:
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First, the overall process that the Institute of Medicine uses for
these studies and how these reports are reviewed.

Second, how these IOM committees have determined whether a
given agent might be related to a given health effect, relevant to
both the Gulf War and the Agent Orange studies that have been
conducted.

Third, how these scientific studies incorporate the published lit-
erature, including animal studies, in the reviews.

Fourth, how what we know about exposures in the Gulf War
might affect our reviews.

So let me begin with study process. I think that you are well
aware of the fact that the IOM is a division of The National Acad-
emies, that it is a non-governmental institution that was chartered
by Abraham Lincoln to provide independent scientific advice to the
Nation, and that the IOM assembles volunteers who produce con-
sensus reports that are highly scholarly in nature.

In the case of these particular reports, the expertise that would
be brought together would be medical experts and toxicologists,
people who know about the substances, know about the illnesses,
and understand the animal studies that are relevant to this. These
members come from universities and not-for-profit institutions, and
they are balanced in terms of being free of biases and conflicts of
interest.

Our work is completely independent of the agencies that sponsor
this work. They are not allowed to participate in the work or have
access to the work. If we do ask them for information that has to
be given publicly. Everything has to be out in the open.

So what does a committee do? We review all the relevant lit-
erature we can find, we work toward reaching consensus about con-
clusions, and we draft a report. The Institute of Medicine has a
very complicated peer review process with oversight by an external
team. I, as the chair of the committee, would have had nothing to
do with that process. Another group brings in a variety of experts
who review the report and provide comments. Then those com-
ments are returned to the committee. Each comment has to be ad-
dressed. Finally, somebody who is independent of our process has
oversight over the process to assure that the committee has re-
sponded to comments before the report is finalized and made pub-
lic.

So this is a very extensive process of peer review. At no point
during that review process is the sponsor given any access to or al-
lowed to affect either the analysis or the conclusions of the report.

Each Committee has its own way of working. In terms of the
Gulf War and the Agent Orange reports, there are two guide posts
that these Committees have used. One is the statements of work
that are given to the IOM by the sponsoring agency, in this case
the VA. The second is the legislation. Certainly in the case of com-
mittees I chaired, at each and every meeting we would review both
of those, because they are important guides to the direction we
should go.

How do we develop categories of evidence? Generally these com-
mittees have used five categories, such as sufficient evidence of a
causal relationship, extreme for an association, limited suggestive
evidence of an association, inadequate insufficient evidence to de-
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termine an association, and limited or suggestive evidence of no as-
sociation. These categories have come about through the practice of
scientific bodies over the years, not only by the Agent Orange com-
mittees, but also by a group called the International Agency for Re-
search on Cancer. These are ways that scientists can organize our
thoughts through a lot of criteria for deciding if a relationship is
causal.

One thing that has been misunderstood is how the criteria that
they have evolved over time. In the Gulf War studies, for example,
a new category of sufficient evidence of a causal relationship was
introduced. This category is important. For example, you know that
fire trucks are associated with fires, but not because they cause
fires. In reviewing scientific evidence, we need to look at chains of
events, to understand causal chains look at what precedes an ad-
verse event so that we can make a determination of causality as
opposed to association; things that occur together are not nec-
essarily in a causal chain. In science there are specific ways that
this is done.

Another thing that I think has been confusing has been the role
of human versus animal studies. In this context, we realize that a
phrase that has been introduced in some of these studies, “in
human studies,” has been misunderstood. Basically, when we talk
about a causal association and when we are looking at human evi-
dence, we want to make sure that the association isn’t due to fac-
tors like chance, bias, or confounding. Because epidemiology stud-
ies are rife with those problems. And so where the criterion says
that causality will be determined on the basis of whether in epide-
miology not due to chance, bias, and confounding, some people have
findings are taken that to mean, therefore, IOM committees are not
looking at animal studies. That is not true. And all of these reports
have included examination of relevant animal studies, these stud-
ies have been given weight, and there have been experts on these
committees that are very knowledgeable about these studies.

Each and every animal study hasn’t been reviewed and every re-
port because some of these chemicals, for example, Benzene, have
thousands of animal studies. For Benzene has a chapter in every
toxicology textbook; we know a lot about Benzene and we can sum-
marize all of that. We don’t have to go back and read every single
study that is been conducted over the last 50 years on Benzene to
know what Benzene does both to animals and humans. And so
there is also some judgment involved in terms of which studies are
reviewed, how they are included, and the value of the information
that is provided by those individual studies is a part of this proc-
ess.

And the last point I want to make has to do with the exposures
in the Gulf War and how that has affected all of the work of these
committees. The legislation lists a number of chemicals and biologi-
cal agents that the IOM was asked to consider, not because there
was any specific evidence of how many people might have been ex-
posed to those, but because it was known that those had been used
in the Gulf, had been in the arena, and there was some potential
for human exposure. No one committee could review all of those
substances. So the IOM held some meetings with veterans to try
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to identify the agents about which they were concerned, and then
developed a process to prioritize those for review.

But this issue of exposure has continued to be a problem. This
is not like Agent Orange, where you can go back years later and
find traces of dioxins in people’s bodies. Among the substances that
we reviewed, most are fleeting; they do not leave an imprint that
today we can identify. Maybe some day we will, but today we don’t
have a way of testing whether you were exposed to particulate mat-
ter from an oil well fire 20 years ago. Oftentimes, the studies that
we reviewed could not provide clear evidence. For example, a sol-
dier might know that they had a vaccination, but they don’t know
what it was. And, even if they know which vaccination it was, they
don’t know which lot it came from. But these are the kinds of
things that we want to know when we do epidemiology. The
records may be there somewhere, but they haven’t been in a place
where epidemiologists have been able to use them.

And for some of the potential exposures, such as, for example,
the bombing and the fire that happened at the Sarin gas plant fire,
we have only been able to use models to understand what the expo-
sures might be. It is very difficult to model a fire where you don’t
know the quantity of the material that was there and you don’t
know the temperature at which it was burning. You have some in-
formation about the weather and the wind speed and so forth, but
some of the basic parameters for modeling are missing. And so it
is very difficult to determine what the exposures may have been.

The bottom line is although these committees have looked at the
health effects of potential exposures as charged by Congress, it is
very difficult because of the lack of real exposure information for
any scientific body to use to make firm cause-and-effect conclusions
about exposures to individuals or even groups of individuals in the
context of specific health outcomes.

Last, I should mention that there is an updated review of the lit-
erature on Gulf War veterans that is under way at the IOM. I don’t
know very much about it, I am not involved with it personally.
Again, I would like to thank you for the invitation to talk to you
today. Thank you very much.

[The prepared statement of Dr. Goldman appears on p. 49.]

Mr. MiTcHELL. Thank you, Dr. Goldman.

Mr. Binns.

STATEMENT OF JAMES H. BINNS

Mr. BINNS. Thank you, Chairman Mitchell, Ranking Member Roe
and Members of the Committee.

The Research Advisory Committee on Gulf War Veterans’ Ill-
nesses is a public advisory body of scientists and veterans man-
gated by Congress and appointed by the Secretary of Veterans Af-
airs.

In a moment you will hear from Dr. Steele how the committee’s
approach to reviewing the science in its 2008 report differed from
that used in the Institute of Medicine reports. I will discuss the
legal background of the reports.

It is important to understand that neither the Research Advisory
Committee report, nor the Institute of Medicine reports, are origi-
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nal research. Both of them are summaries—reviews of what others
have done.

And the reason the IOM is involved in this subject is because in
the same law that established the Research Advisory Committee,
Congress directed VA to contract with the IOM to prepare reports
to guide the Secretary of Veterans Affairs in determining Gulf War
veterans’ health and disability benefits.

Now Congress was very specific as to how it wanted these re-
ports done. Congress directed VA to have the IOM review the sci-
entific literature for 33 hazardous substances to which troops were
exposed in the war to see if any of these substances were associ-
ated with an increase risk of illness. That is not a cause that is as-
socia%ed with an increase risk of illness, that is what the law re-
quired.

If there was sufficient evidence of an association—again, not a
cause, an association—the Secretary of Veterans Affairs was di-
rected to prescribe a presumption of service-connection for Gulf
War veterans’ benefits. Because most studies of hazardous sub-
stances are done in animals, the law required that both human and
animal studies be considered in reviewing this association specifi-
cally. And because Gulf War veterans’ illnesses often do not fit con-
ventional diagnosis, the law required that undiagnosed illnesses
should also be considered.

In addition, because veterans were often exposed to combinations
of substances, the law required that the report should consider
combinations of exposures, yet the IOM reports themselves state
“Only evidence from human studies was considered, combinations
of exposures were not considered, and undiagnosed illnesses were
not considered in reviewing whether there was a sufficient associa-
tion.”

The result is that the committees of scientists who worked on the
IOM reports were attempting to put together a puzzle that was
missing half the pieces. Most of these scientists had no idea they
were not following the law, I am sure. They were undoubtedly told
that they were following standard IOM methodology. The Gulf War
reports state that the methodology comes from earlier IOM reports
ordered by Congress related to Agent Orange exposure in Vietnam.
However, a close examination shows that the Agent Orange meth-
odology was subtly changed in the Gulf War reports. One word, the
word “human” was inserted in the definition of whether there is
sufficient evidence that a substance is associated with an increased
risk of illness.

The effect of this change is that animal studies were not consid-
ered in the conclusion that governs the presumption of service-con-
nection, even though the law specifically required them to be con-
sidered in that conclusion by both the IOM and the Secretary.
Whether they were considered elsewhere in the reports, and they
were, is of no consequence.

As to how that could have occurred, I would refer you to my writ-
ten testimony which includes correspondence between VA and IOM
staff prior to the start of one of the reports. These documents show
that discussions between VA and IOM staff placed conditions on
the report that predetermined its outcome before the IOM com-
mittee to prepare it was ever appointed.
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Today I am pleased to report that the VA official involved in
those discussions has recently left VA. I am also encouraged that
the new Secretary of Veterans Affairs is manifestly committed to
transforming the culture at VA headquarters to better serve vet-
erans.

So I hope that change is on the way, and look forward to the tes-
timony of the Department of Veterans Affairs this morning.
Change is sorely needed.

I have worked for three previous Secretaries of Veterans Affairs,
all honorable men, but have sadly seen VA staff continue to mini-
mize the serious health problems of Gulf War veterans. Because of
the stature of the IOM, its reports have misled not only the secre-
taries of Veterans Affairs, but also researchers, doctors, Congress,
veterans’ families, and veterans themselves.

In December, VA ordered a new IOM report to review the report
of the Research Advisory Committee. Thus after waiting 18 years
for VA to acknowledge that they are ill due to toxic exposures, Gulf
War veterans are now waiting for a committee that has not re-
viewed all the evidence to review the report of a committee that
has. Recognizing the impossibility of this task, IOM staff have stat-
ed that its committee will not review the RAC report, but VA con-
tinues to say that it will.

What is clear is that the VA IOM relationship is in urgent need
of reform. The Institute of Medicine is the high court of American
medical science. Manipulation of its processes by the government
is a serious breach of public trust with implications far beyond this
subject.

[The prepared statement of Mr. Binns, appears on p. 52.]

Mr. MiTCHELL. Thank you. Dr. Steele.

STATEMENT OF LEA STEELE, PH.D.

Dr. STEELE. Thank you. Good morning, I am Dr. Lea Steele, 1
was asked to testify this morning on the differences between the
IOM’s Gulf War reports and the report of the Research Advisory
Committee on Gulf War Veterans’ Illnesses, or the RAC.

I was previously scientific director of the RAC and I oversaw the
Committee’s review of the research for this report. As you know,
many veterans returned from the 1991 Gulf War with symptoms
that weren’t explained by medical or psychiatric diagnoses. This
problem has been called Gulf War syndrome, undiagnosed ill-
nesses, or just Gulf War Illness. It is important to distinguish this
undiagnosed illness problem from diagnosed diseases like cancer or
diabetes.

Gulf War Illness refers specifically to this complex of symptoms.
Typically a combination of chronic headache, difficulties with mem-
ory and concentration, widespread pain, and other abnormalities
that occur together as a multi-symptom condition.

To begin, I will just briefly remind you of some of the major find-
ings of the RAC report. Based on a detailed analysis of nearly
2,000 studies and reports the RAC concluded that evidence clearly
indicates that Gulf War Illness is real, that it affects at least one
in four veterans of the 1991 Gulf War, and that few veterans have
recovered over time.
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The evidence most consistently points to two primary causes.
First, a small white pyridostigmine bromide pills or PB, that was
given to protect troops from the affects of nerve agents. And sec-
ond, pesticides which were used in large quantities during the war.
Several other factors like low level exposure to nerve agents could
not be ruled out as contributing to this problem. Studies consist-
ently show that Gulf War Illness was not caused by psychological
stress or being in combat.

We also reviewed the evidence of other types of health problems,
only a few diagnosed conditions have been linked with Gulf War
service. Although serious, these conditions affect relatively few vet-
erans. The biggest problem by far is the undiagnosed Gulf War IlI-
ness problem.

The differences between the RAC report and the IOM reports are
not subtle, and they are not explained by minor variations in our
review methods or how individual studies were considered or
weighted. Rather they reflect major differences in the types of
questions addressed by the two reports and the scope of evidence
that was used to answer those questions.

I can illustrate this by comparing the RAC and IOM findings on
PB, the anti-nerve gas pill. PB was widely used by the military
only in the 1991 Gulf War. Based on multiple sources of evidence,
the RAC found that PB was causally associated with Gulf War IlI-
ness; in other words, it is one of the causes of Gulf War Illnesses.
This evidence includes studies of Gulf War veterans that provide
unambiguous results. All six studies indicated that PB was signifi-
cantly associated with Gulf War Illness. Studies also found a dose
response effect. That is, veterans who took PB for a week or longer
had higher rates and more severe illness than veterans who took
less PB.

We also considered results from animal studies showing that re-
peat low dose PB exposure over a sustained period produced brain
effects that are not seen with brief or single dose PB exposure.

PB’s association with Gulf War Illness is also consistent with
what investigations tell us about the patterns of PB use during the
war.

So all of these different types of evidence are consistent, and
combined they support a clear association between Gulf War Illness
and PB, and especially prolonged use of PB.

The IOM report on the other hand found that PB is associated
with short-term effects, but there was insufficient evidence to de-
termine if it is associated with long-term effects.

IOM’s findings were based largely on clinical research in hu-
mans, which generally studied effects of PB taken over a short pe-
riod, not more than a few days, and had no long-term follow up.
Their findings did not consider the many studies of Gulf War vet-
erans or the other PB research I mentioned.

IOM findings did not address in PB is associated with
undiagnosed illness, and this was true for most exposures evalu-
ated by IOM. Findings considered only limited types of evidence
and did not specifically address if the exposure was associated with
health problems that are found in Gulf War veterans.

My written submission lists 12 general types of research that the
RAC considered in its findings. The IOM findings relied in large
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part on just two of these categories of evidence. The other types
were not considered by IOM or just considered in a very limited
way.

For example, the hundreds of detailed epidemiologic findings on
associations between Gulf War Illness and Gulf War exposures
were scarcely considered by IOM. And as Mr. Binns has indicated,
IOM findings did not take into account results of the many animal
studies of exposures and combinations of exposures.

IOM also made little use of the many government investigations
of exposures. For example, the report from DoD on over 60 dif-
ferent pesticide products used by Gulf War personnel concluded
that at least 40,000 troops were overexposed to pesticides in the-
ater.

Now aside from these global differences, there are many specific
differences in the evidence considered. For example, on the ques-
tion of how many Gulf War veterans have been affected, the RAC
report found, based on findings in 6 out of 7 studies, that between
25 and 30 percent of Gulf War veterans have a defined pattern of
multi-symptom illness over and above the background rates found
in comparison groups. IOM findings indicate an excess of just 13
percent, about half, based on results from just one of the seven
studies.

Another example relates to a highly publicized IOM finding that
there is no unique Gulf War Illness. This has been widely misinter-
preted to indicate that there is no Gulf War Illness problem at all
or that there are just random symptoms in different veterans.

The RAC report examined the many studies that showed a con-
sistent pattern of symptomatic illness in diverse groups of Gulf
War veterans, and it concluded that Gulf War Illness is unques-
tionably a real and definable problem, whether or not it is consid-
ered unique from different perspectives.

So now returning to the big picture. What are the actual implica-
tions of these differences? Are they really important? Based on our
review of the research, I believe they are.

The IOM Gulf War and health reports were intended by Con-
gress to be an authoritative assessment of evidence on both diag-
nosed and undiagnosed health problems in Gulf War veterans, and
specifically to determine if these problems are associated with the
many exposures in the Gulf War. But IOM’s reports do not provide
findings of that type, and they could not based on the evidence con-
sidered.

In particular, government officials who rely on IOM findings will
know very little about the undiagnosed, but widespread problem of
Gulf War Illness, its characteristics, its impact on veterans, and its
relationship to exposures during the Gulf War.

In short, the major differences between findings of the IOM re-
ports and the RAC report are not because the RAC and IOM re-
viewed the same studies, but came to different scientific conclu-
sions about the evidence that result from major differences in what
evidence was considered and what questions were addressed.
Thank you.

[The prepared statement of Dr. Steele appears on p. 57.]
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Mr. MITCHELL. Thank you. Let me just ask very quickly, and
maybe it is more appropriate for another panel. Is there a use for
PB today? What is PB used for?

Dr. STEELE. PB, it is a drug that is used for myasthenia gravis,
it has been used since the fifties. During the Gulf War it was not
approved by the Food and Drug Administration (FDA) yet for use
as an anti-nerve gas pill, it was given an investigational drug ap-
proval just specifically for the Gulf War. Since that time, it has
been approved for use as an anti-nerve gas agent against one nerve
agent called Soman, but that nerve agent was not present in the
Gulf War.

Mr. MiTcHELL. Thank you. Does each Committee believe that our
veterans are suffering from a multi-symptom illness that is com-
monly referred to as Gulf War Illness? Dr. Goldman.

Dr. GoLDMAN. Yes, the Committee I chaired that wrote Volume
IV did conclude that, and concluded that the rate of such multi-
symptom illnesses among Gulf War veterans is much higher than
the rate among people who were deployed at the same time who
were not in the Gulf.

Mr. MiTcHELL. Okay. And the RAC?

Dr. STEELE. Most definitely

Mr. MiTcHELL. Okay. Dr. Goldman, what do you see as the dif-
ference in the conclusions, not the process or methods, between the
IOM report and the Gulf War on Health Volume IV and the health
effects of serving in the Gulf War and the RAC report? So not the
difference in conclusions, the methodology or methods.

Dr. GoLDMAN. What I think is the most important difference, is
that the RAC felt very strongly that they could prove a causal asso-
ciation between PB and the Sarin gas exposures and multi-symp-
tom illness. If you look collectively across these IOM reports you
would not see such a conclusion.

Mr. MITCHELL. And this was mentioned in both of them. In your
testimony, Dr. Goldman, you stated that inserting the word
“human” into the association of evidence was used as a clarifier.

Dr. GoLDMAN. Correct.

Mr. MiTcHELL. Was there some reason or confusion about the
Agent Orange findings since the word “human” was not inserted in
those reports? And does this take away from the scientific word of
the study?

Dr. GOLDMAN. Well the Agent Orange committees did not have
a category of association for causality. For determining causality,
we have in epidemiology the set of postulates that we use called
the Bradford-Hill criteria that the association needs to be met be-
fore we say it is cause-and-effect. There are a lot of findings in epi-
demiology that are associations but that aren’t actually cause-and-
effect. So when that category “causality” was added, that is when
Committees said, that for human studies we need to make sure
that it is not a result of chance, bias, and confounding.

Now, I have here one of the reports that I was on, on fuels and
combustion products. This is the chapter where the animal studies
reviewed. And I can show you these reviews, chapter after chapter.
So when I hear in testimony that these committees did not review
animal studies and when I chaired and served on some of these
Committees and I can show you in these books that were published
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years ago that these studies were reviewed, I think that there may
simply be a disagreement here about that. Because the animal
studies certainly were reviewed for these reports.

Mr. MITCHELL. Would either one of you like to comment on that?

Mr. BINNS. Yes. I have a page here from Gulf War on Health Vol-
ume I, page 72, that is this one, and it states, “For its evaluation
and categorization of the degree of association between each expo-
sure and a human health effect, the Committee only used evidence
from human studies.” So for that assessment of the degree of asso-
ciation, the Committee only used evidence from human studies.

The requirement in the statute does not state that causality
needs to be showed. Yes, our report did go so far as to say we felt
it was causal, but the issue here is whether the IOM followed the
statute. The statute does not require causality. It says, “That the
Secretary should make a determination whether there should be
service-connection based on whether there is evidence that a posi-
tive association exists between exposure of humans or animals and
the occurrence of a diagnosed or undiagnosed illness in humans or
animals.” It is very clear, and it is just for an association.

And it further states, and this is from the law, “An association
between the occurrence of an illness in humans or animals and ex-
posure to an agent, hazard, medicine, or vaccine shall be consid-
ered positive for the purposes of this subsection if the credible evi-
dence for the association is equal to or outweighs the credible evi-
dence against the association.”

So even a tie goes to the veteran if the evidence were equal. And
if there is any evidence over that it definitely triggers a presump-
tion. It does not require causality. It has nothing to do with the
Hills postulates.

Dr. GOLDMAN. Actually the Committees read the law the same
way that Mr. Binns just cited, and those were the discussions we
had at the beginning of every Committee meeting. But one sen-
tence has been taken out of context. If you look at the paragraphs
that that sentence is a part of there is a lot of explication of how
animal studies were reviewed. In Volume I—I was not on that
Committee—you can see descriptions of the studies and they say,
“that the Committee used animal and other non-human studies,
particularly as a marker for health effects that might be important
for humans.” The remainder of the paragraph goes on and on about
how that was done.

Now you can’t ask a dog about a headache. So for conditions that
are based only on symptoms, you are going to have trouble eluci-
dating much about those from animal studies. However, you can
find out a tremendous amount about how substances are absorbed
and what they are doing. There is no group of scientists who would
ever say we should ignore information. It is just that you can’t
make a conclusion about symptoms because you can’t ask animals
about symptoms. But there is no way that annual studies were ig-
nored by these Committees.

Mr. MiTcHELL. Thank you. My time has expired.

Dr. Roe.

Mr. ROE. Thank you, Mr. Chairman. Obviously this is a very,
very complicated issue, and you will excuse me, since last night I
didn’t read all of the material. I did get through a lot of the mate-
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rial. And I don’t know how we are ever going to come to a conclu-
sion here because of what Dr. Goldman has said, and she is correct.
And Mr. Binns, I know you are going straight to the law.

When you are looking at science and you use animals, and I have
done scientific research, we can cure cancer in animals, in mice,
but it doesn’t work in humans. So you have to use both, I agree
with that, you can find out. And as Dr. Goldman said, when you
are doing animal research, you can’t very well go to a human and
say let me draw the chemicals out of your brain, which you can do
to a mouse or a rat or whatever in the lab.

So it is going to be impossible to ever, I think, because you don’t
know what the exposure was. And I read in here somewhere where
the military, the DoD, didn’t even know what immunizations were
given to the troops when they went. I find that astonishing to me
that you could go. Although I remember when I got mine going in
the service, probably like most guys, and now women, you just
lined up in a line and they fired away, and if you happened to have
a shot record you got it with you, and I have no Earthly idea what
happened to mine. So I can understand why a soldier wouldn’t
know what immunization they were given.

Do you think it would be a benefit to have a third party, al-
though it may not at this point, to look at the two conclusions that
were drawn? Because I know in work I have done, sometimes I
thought I was going one way and ended up another.

And Mr. Chairman, when you don’t know how much—like in the
case of Sarin gas—how much someone got, there is no way to ever
know. There is not any way you are going to draw a conclusion.
Would you all comment on that, please?

Dr. GOLDMAN. My personal view, and this is not necessarily the
view of the IOM or anyone of its Committees, is that there needs
to be a re-examination of how that whole scheme has worked in
terms of the law, and the idea of service-related illness, as well as
the hurdles that the veterans have had to leap over in order to be
able to document service related illnesses and what they have had
to do in order to receive the services that they need.

It might make sense to take all the IOM’s Gulf War conclusions,
and look at what the VA has done with them and how this work
has or has not actually benefited the veterans. Because I think at
the end of the day, that is the critical issue, not the subtle dif-
ferences in the way these Committees might have reviewed these
studies, but what can be done to actually benefit the veterans and
their health I think that is the major issue.

Mr. ROE. And Dr. Steele has been very, very clear, I mean I lis-
tened to her testimony now twice, and she believes that PB—and
again, I should have done this last night but didn’t—you don’t see
many myasthenia gravis patients, it is a pretty rare condition. But
have you looked at the PB effects in that, Dr. Steele? Has anybody
done that?

Dr. STEELE. Sure. The side effects—the acute side effects in my-
asthenia gravis patients are similar to what we saw as acute side
effects during the Gulf War when people took the PB.

The issue is though that myasthenia gravis patients are severely
deficient in their acetylcholine mechanisms, and so they take the
PB in order to restore, you know, a higher level of acetylcholine so
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that they can be normal. That is not the case in healthy young sol-
diers. They don’t need to have their acetylcholine restored. And so
the effects that we see in myasthenia gravis patients are quite dif-
ferent in terms of the biology of it.

So although, you know, the acute side effects are similar in the
two groups, the long-term use of PB in myasthenia gravis does not
tell us much about the long term use in healthy people. And we
do have studies of that.

Mr. ROE. Yeah, just one quick question before my time expires.
Dr. Goldman, is there any reason why—I mean, Dr. Steele and the
RAC Committee is very—they think that PB is the cause. I think
it would be very hard to draw the conclusion that it is. But why
do they draw that conclusion and the IOM study doesn’t?

Dr. GoLDMAN. Well, I think it could be they used a different
process for determining causality. But even if PB is involved, which
it could be in some of these illnesses, that some of the studies that
are published for multi-symptom illness that show high rates
among Gulf War veterans, or among groups of veterans who never
deployed anywhere close to the Khamisyah location where the PB
was dispersed. For example, veterans who were on aircraft carriers
the entire time also have higher rates of illnesses.

Also, we did find in one of the Committees that I served on a lim-
ited and suggestive evidence for association with organophosphate
insecticides that were over there. So there were many other things
that were over there.

As I look at it, it is a very complicated picture. If you would only
focus on the veterans, even if you did conclude causality, you would
only focus on the veterans who were exposed or potentially exposed
to Sarin or to PB, you would exclude others who may have been
affected since the studies would indicate problems of multiple
symptom illness among other veterans as well.

Mr. BINNS. Dr. Roe, if I may respond to your question. And first
I believe that the figure that is generally accepted is 250,000 troops
were exposed to PB. That is a figure that I believe some from DoD
estimates. I have seen it from DoD.

Mr. ROE. A third of the troops were?

M}ll" BiNNs. Well that would be about something over a third.
Yeah.

Dr. STEELE. About half of ground troops.

Mr. BINNS. The other question that you raised earlier though is
an excellent one, and on the science I certainly defer to people like
Dr. Goldman and Dr. Steele and to yourself as scientists. But Con-
gress recognized that science might never be able to separate out
these issues. Congress understood that these are difficult questions
when you don’t have accurate records and you don’t have dose re-
sponse and so on.

So knowing that, because this law was written well after the
war. This law was written in 1997. They had to make some deci-
sions as to who got the benefit of the doubt. And that is where I
believe we have an answer already, which is not that we know ab-
solutely what caused it or didn’t, but within the terms of this stat-
ute they wanted animal studies considered. Congress makes it very
clear. Animal studies is put in there about five times, both for what
they wanted in the report conclusions and for what they wanted
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the Secretary to consider. And then as I just described to you, they
didn’t require that it be conclusive or causal, they just required
that it be equal to or greater statistical evidence that the veterans
exposure could result in an illness, and they wanted to know
undiagnosed illness exposures as well as diagnosed.

So I think that the statute did resolve it, and I think we do have
an answer as to whether the statute was satisfied.

Mr. ROE. Thank you.

Mr. MiTcHELL. Mr. Walz.

Mr. WALZ. Thank you, Mr. Chairman. I want to continue on this
line, because I think this is an important point that Mr. Binns
brought up. And I think from our perspective there is not a one of
us up here probably in this room that doesn’t have a relative, a
friend, a constituent that hasn’t suffered from this. And yes, we
know that is anecdotal, yes, we know we want to apply the best
research, but I do believe it was always the—the spirit of this stat-
ute was to get to that point. Because Dr. Goldman really got to the
heart of this in saying what we are really trying to find out is how
do we best care for them? How do we best develop a line of care?
How do we best treat them? And that is one of the things that I
would like to know.

Is it safe to say or have we come to this conclusion: If you were
a warrior and were deployed during the Gulf War you have a much
greater chance of suffering multi-symptom illnesses, that is a
given, right?

Dr. GOLDMAN. Yes.

Mr. WALzZ. Okay. So we have established that it is there. We
have best attempts. And granted, I see a little difference in maybe
Dr. Steele. Was it the methodology with the IOM study that you
take most—

Dr. STEELE. No. In many ways the methodology of reviewing the
science was very parallel.

Mr. WaLz. Okay.

Dr. STEELE. It 1s really about what areas of the science were con-
sidered and pulled together in order to come to our conclusions.

Mr. WaLzZ. Do you feel like the RAC study maybe got to the in-
ten{;c of the law was to find what Mr. Binns was talking about bet-
ter?

Dr. STEELE. We had a different purpose for doing what we did,
but in the end yes, we did consider all of the evidence that IOM
was directed to consider, and we put it together to talk about asso-
ciations between illness and exposures.

Mr. WALZ. Is anything coming out of this research? And again,
this is for the next panels, but since you have been so involved in
this is, is there any good research coming out for treatment out of
the work that both of these panels have done, or this more trying
to find association maybe?

Dr. STEELE. Right now actually the studies have shown that Gulf
War veterans have not recovered over time for the most part, and
we don’t have effective treatments for this problem. But some of
the research reviewed in our report talks about some of the biologi-
cal findings that we are finding in Gulf War veterans, and we
think this will point us to doing the right research for treatments.

Mr. WaLz. Okay.
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Dr. STEELE. But right now, no.

Dr. GOLDMAN. My view is that the studies that have been done
to date haven’t given us good information about either the natural
history of these multi-symptom illnesses, nor how they evolve over
time, nor the impacts of various types of treatment, including life-
style and nutritional interventions that have been given The na-
ture of these illnesses, just like many of the illnesses that I suffer
from and many of you do as well, is that lifestyle factors, like
smoking, caffeine, drinking, exercise, make a big difference in
health. I think that this veterans could be benefited by more re-
search. This is again just my personal opinion.

Mr. WaLz. Okay.

Dr. GoLDMAN. Future research could look at the time course of
these illnesses, and also whether these undiagnosed illnesses turn
into diagnosed illnesses. That is even something we don’t know.
That happens sometimes. People initially present with something
you can’t diagnose and then there is progression and it turns into
something that can be diagnosed.

Mr. WALZ. That is an interesting point. Because my final ques-
tion on my available time is, while I am deeply concerned that we
get the care, we make this right, as we are equally concerned with
Agent Orange, my fear always in this is have we learned anything?
Did we repeat the same mistakes from Agent Orange to Gulf War
Illness, and are we prepared to repeat the same mistakes for the
returning veterans who are yet undiagnosed? That is where we
should equally focus. And I would ask each of you if you think,
have we missed the lessons learned here and do we need to start
preparing right now?

Dr. STEELE. I can just briefly say that we learned some things
but we didn’t learn enough. And that is that in the current deploy-
ments in Iraq and Afghanistan we don’t see these multi-symptom
illnesses on a widespread basis that aren’t explained by known
things. We see other problems. We see head injuries, we see infec-
tious diseases, things like that.

So we learned enough to one, not give everyone pyridostigmine
bromide and overuse the pesticides. We made differences in policies
that way that helped. But we still have a long way to go to try to
properly assess veterans before they go, properly keep records of
the exposures they encounter while they are in theater, and then
assess them when they get back so that we can pick up these
things at an earlier stage.

Dr. GOLDMAN. Yes I would agree that they are doing a better job
now with pre-deployment examinations and post deployment ex-
aminations and a little more information about exposure. I would
wish that there would be better records kept.

I think one of the biggest lessons though is that deployment even
for a war that seems to be a short war, is a significant health
event. And I think that part of what happened is that there was
an under appreciation of what those veterans had gone through,
and an expectation that they would be okay. In a sense, that they
fell through the cracks.

Mr. WALZ. That is a great point. Well thank you all for the re-
search you are doing, we truly appreciate it.
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Mr. BINNS. If T could just offer one comment. Whether the rec-
ommendations of our committee’s report, which includes several
recommendations for further treatment research, are adopted or
not, is at the moment in limbo because of this disconnect where VA
has stated that it has referred our report to the Institute of Medi-
cine for review, and yet my understanding from Institute of Medi-
cine staff is that their current committee is not in fact reviewing
our report.

So if you call could clarify that for me today now that we have
eiflenaone here, that might be a good opportunity to move things
ahead.

Mr. MiTcHELL. Yes. Go ahead.

Dr. GOLDMAN. I can try. At the same meeting that Mr. Binns and
Dr. Steele presented I also presented to that committee and that
is about all I know of that committee. But my understanding is
that while they are covering the same ground, this is not a peer
review of the RAC report. I think it might be a matter of seman-
tics. They be producing conclusions in the same arena, but they are
not doing it as a critique of the RAC. They are doing it as a par-
allel process, and that is the way that I understand that they have
taken their charge, in a way is more a positive than a negative. I
don’t know quite how to put that. And perhaps we should have a
response back from that committee, just for the record to just com-
pletely clarify what they are doing.

Mr. MITCHELL. If the Subcommittee will indulge me. Yes, Ms.
Wedge, you are the chair of the committee that is updating this?

Ms. WEDGE. I am not, I am the study director for that, I am not
a volunteer, I am an IOM employee. But I can clarify this. We are
not reviewing the RAC report. We don’t review reviews. So we are
looking at original literature, much of which was included in the
RAC report and anything new that has been published since the
RAC report, and we are updating what was done in 2006, Volume
IV, which was review of the literature. So we are to look what
health outcomes have increased prevalence in deployed Gulf War
troops compared with non-deployed Gulf War troops.

Mr. BINNS. If I can just add to that. The last part is specifically
what that committee is charged to do. It says, “The committee will
summarize the literature on the outcomes that were noted in the
2006 report; cancer, ALS, neurologic diseases, birth defects and
other adverse pregnancy outcomes, post deployment psychiatric
conditions. The committee will also review studies on cause specific
mortality.”

They are not going to review any of this literature on substances,
the degree to which substances are associated with illness, that is
not their charge. And it is as if someone were to look at the first,
you know, pages 83 through 87 of the RAC report and say they
were reviewing it. Yes, it will bear on those narrow topics that they
are reviewing, but it has nothing to do with animal studies, with
all of these issues we have been discussing today; nothing.

Mr. MiTcHELL. Thank you. Mr. Hall.

Mr. HALL. Thank you, Mr. Chairman, and I would like to submit
a statement for the record. Unfortunately I am double booked.
There is a markup in another Committee that I have to go to short-

ly.
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[The prepared statement of Mr. Hall appears on p. 48.]

First of all thank you and Ranking Member Roe for holding this
hearing, and our witnesses for your testimony, and for your work.

Dr. Goldman, in your testimony you stated the VA did not play
a role in IOM’s examination of Gulf War Illness. Given the dis-
agreements between your organization and the RAC and the de-
layed final product as a result, would you be open to at least lim-
ited involvement of the sponsor or the RAC in the study process?

Dr. GOLDMAN. Even if I were willing to allow this, my committee
members wouldn’t. If you bring a bunch of scientists together who
are tops in their field, which is what these Committees consist of,
they are not really accustomed to taking direction from government
bureaucrats telling them how to do their work. If they thought that
was happening, you wouldn’t get scientists to volunteer to serve on
a committee. Scientists take great pride in working independently;
they take great pride in being skeptical. That is one of the reasons
why the criteria for decisions changed over time.

Mr. HALL. Okay.

Dr. GOLDMAN. It doesn’t work that way.

Mr. HALL. You have answered my question.

Mr. Binns, does the RAC see any possibility of expediting a final
IOM product so that we can begin to provide better care to our Gulf
War—or compensation to our veterans in the Gulf War? And is
there anything your group can do to assist them?

Mr. BINNS. Again, to go back to what the statute provides. The
law gives the Secretary the option to use other evidence. He is not
required to follow only the IOM reports. He could look at, for exam-
ple, VA’s own recent large survey of Gulf War veterans’ health,
which found that 25 percent of Gulf War veterans have chronic
multi-symptom illness, and that is the largest problem, and con-
clude on the basis of that that you have more than an equal possi-
bility that this is associated with the war and create a presump-
tion. So he doesn’t have to wait for the IOM.

And I don’t think that this process that is going on now with the
IOM committee is going to clarify this whatsoever, because the
IOM committee has a rather narrow charge, and it will do that
charge very well as Dr. Goldman has said, but it will not clarify
whether on these larger issues who is right.

Mr. HALL. Dr. Steele, why do you think that the IOM considered
a narrower scope of evidence than RAC? And what do we do to rec-
tify this? Or in the future perhaps should we do to rectify this?

Dr. STEELE. You know, a lot of people believe there are different
motivations from different sectors that are driving this. I actually
have no idea about any of that.

All T can say is that Gulf War Illness is very complicated as Dr.
Roe indicated. And the evidence that has now accumulated over 18
years is very complicated. And it is really—it doesn’t work to just
sort of cook book a little method where you look at all these studies
of cancer and all these diseases that Gulf War veterans don’t have
and see if the human evidence indicates that Gulf War exposures
leads to these diseases.

In other words, it was just the very limited scope of what they
looked at in very great detail, but that this didn’t really address
the elephant in the room.



20

So they chose to do the method that they use for Agent Orange.
That may have been appropriate for that, but it really was not ap-
propriate for this more complex situation.

Mr. HALL. Is this the biggest population that you are aware of
that is been given PB pills?

Dr. STEELE. By far. By far. Nothing even close.

Mr. HALL. Is PB currently being prescribed for anything or given
to humans?

Dr. STEELE. It is. As we talked about it is prescribed for a spe-
cific disease, myasthenia gravis, it compensates for a chemical defi-
ciency in myasthenia gravis. In healthy people, in soldiers it is still
approved for use in the war theater for one specific nerve agent,
but it has not been used for that purpose since the Gulf War.

Mr. HALL. To your knowledge do people who are receiving PB to
restore their nerve transmitter normalcy, are they exhibiting any
of the same symptoms?

Dr. STEELE. On a short-term basis, yes. If they go off the PB they
are terribly ill. I am not sure you would notice Gulf War syndrome
kinds of problems long term in people who took PB for 2 weeks and
then went off of it. So it is not apples and apples, it is apples and
oranges.

Dr. GOLDMAN. In the way that is the crux of the challenge that
all of these committees have had when they look at these sub-
stances. Because you can look at what PB does to people who are
chronically on PB because they have myasthenia gravis, which is
a chronic disease. You don’t have a bunch of people who were on
PB and then off of it, and then a couple of years later develop or
didn’t develop a chronic disease.

Dr. STEELE. You have one group like that.

Dr. GOLDMAN. So, you can find a few studies like that, but it is
difficult to find a lot of evidence like that for almost anything.

Dr. STEELE. Except if you look at Gulf War veterans who are the
study group.

Dr. GOLDMAN. Right. So you have the veterans themselves for
whom we know that around 25,000 people were given the pills. But
then in the studies not everybody given the pill takes the pill. It
is very complicated. Some take one or two pills, some take the
whole pack, some don’t take any pills at all. So when you start tak-
ing the studies apart, if that is all you have and then you get back
to the problem with the exposure information I agree with you.

Dr. STEELE. Absolutely, it is very complicated. But you are right,
if that is all you had you probably wouldn’t think that it was caus-
ally associated. But since we have so much more that all point in
the same direction we feel that high hurdle of causality was met.

Mr. HALL. Dr. Steele, and Dr. Goldman also, did your studies
show depleted uranium (DU) as a factor at all?

Dr. STEELE. No. Depleted uranium, along with several other ex-
posures during the Gulf—there was very little evidence to support
any connection between depleted uranium and Gulf War multi-
symptom illness. We don’t know if it may be associated with other
things. There haven’t been a lot of studies in populations that have
looked over the long term after an initial exposure.

Mr. HaLL. Well it hasn’t been long enough for some of the dis-
eases you would be looking for.
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Dr. STEELE. In theory, if there were to be cancers for example re-
sulting from this, some would have been showing up by now, but
no one has been looking at that.

Mr. HALL. Thank you.

Dr. GOLDMAN. And this means it depends on the type of cancers;
different types have various latency periods. There are ongoing
studies of the depleted uranium, and I think that those are impor-
tant, because this is also probably the first time there has been a
large enough group of people with documented DU exposures to be
able to carry out those studies. Some cancers kept very long latency
periods, some shorter, and I think it is worthwhile to look for that.

Mr. HALL. To keep an eye on it.

Dr. GOLDMAN. Yes.

Mr. HaLL. Okay. Thank you very much. Thank you, Mr. Chair-
man.

Mr. MITCHELL. Thank you. And I want to thank this panel for
the work that you are doing. It is very valuable, and I think as we
get into the rest of the testimony with the rest of the panels we
will find that there is not much more we can debate about what
your two charges are; it is now going to be up to the VA to make
a decision.

So I want to thank all of you for the research and the dedication
you have put in to helping our veterans. Thank you.

Dr. GoLDMAN. Thank you very much.

Dr. STEELE. Thank you.

Mr. BINNS. Thank you

Mr. MITCHELL. I would like to welcome panel number 2 to the
witness table. For our second panel we will hear from Dr. Robert
Haley, Professor of Internal Medicine at the University of Texas
Southwestern Medical Center; Dr. Roberta White, Professor and
Chair of the Department of Environmental Health and Associate
Dean of Research at the Boston University School of Public Health;
and Anthony Hardie, a Gulf War veteran from Madison, Wisconsin.

Again, if you would please keep your comments to 5 minutes,
and after that I want you to also know that your complete state-
ment will be in the record. I would like to recognize first Dr. Haley,
then Dr. White, and then Mr. Hardie up to 5 minutes.

STATEMENTS OF ROBERT W. HALEY, M.D., FACE, FACP, PRO-
FESSOR OF INTERNAL MEDICINE—EPIDEMIOLOGY, DEPART-
MENT OF INTERNAL MEDICINE, UNIVERSITY OF TEXAS
SOUTHWESTERN MEDICAL CENTER AT DALLAS, TX; RO-
BERTA F. WHITE, PH.D., PROFESSOR AND CHAIR, DEPART-
MENT OF ENVIRONMENTAL HEALTH, AND ASSOCIATE DEAN
FOR RESEARCH, BOSTON UNIVERSITY SCHOOL OF PUBLIC
HEALTH, BOSTON, MA; AND ANTHONY HARDIE, MADISON, WI,
(GULF WAR VETERAN MEMBER, RESEARCH ADVISORY COM-
MITTEE ON GULF WAR VETERANS’ ILLNESSES)

STATEMENT OF ROBERT W. HALEY, M.D., FACE, FACP

Dr. HALEY. Mr. Chairman, Ranking Member Dr. Roe, other
Members of the Committee, I am a professor of internal medicine,
epidemiology, and clinical science at University of Texas South-
western Medical Center. I spent 10 years at the Centers for Dis-
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ease Control and Prevention doing research, epidemiology research,
and I have been on the faculty for 25 years at Southwestern doing
clinical research.

The purpose of this morning is to describe our research program.
We have been working on this for 15 years, and we now have a
large group of researchers from eight different universities around
the country collaborating. And our goal is really to move beyond
what caused this and try to find out what do we do about it.

So we really have three goals for our research program. One, to
understand the medical reasons for this multi-symptom illness.
What is causing those symptoms?

Second, to develop an objective diagnostic test. Because what we
need in the VA is for every VA Medical Center to be able to per-
form some objective tests to say who has this illness and who
doesn’t, both for service-connected purposes, as well as for our diag-
nosis and triaging people to the appropriate treatments.

And third, to actually develop the scientific basis for developing
new treatments, because we are pretty optimistic that there per-
]}Olaps will be treatments for this that will make these people feel

etter.

The program really has three major components, and I will just
sort of discuss those from the big picture all the way down to the
brain cell research.

The three components are first a national survey in a random
sample of 8,000 Gulf War veterans selected randomly from the en-
tire population. The purpose of that is to take a look at the illness,
manifestations, 19 years, 18 years after the war. We have a compo-
nent in this looking at the longitudinal effects. Has this improved,
got better, gotten worse, or what? We are also collecting blood sam-
ples from all of the sick veterans and a random sub-sample of the
well veterans, about 2,000 in all, to get DNA and do a, we hope
eventually, a genome-wide association study to see if we can look
at the genetic basis of this illness. So that is the national survey.

The second part is a series of brain imaging studies, sequentially
repeating a set of brain imaging studies in one group after another
to try to hone in on what are the right tests to do to understand
these symptoms; what is causing those symptoms. And then to use
that to develop a diagnostic test and also to bear on treatments.

To date we have studied one major group of veterans, and we are
getting ready to now study a sample from our National survey, so
that the results of that—we are going to try to replicate what we
found in our first series of studies in a group that is nationally rep-
resentative so that it would be even stronger evidence. So that is
the neuroimaging phase.

And the third phase is a basis science studies looking at what
do those chemicals, pesticides, pyridostigmine bromide, PB, and
Sarin nerve agent, what do these do to brain cells? Because if we
can figure out what these chemicals—assuming that these were the
cause, and we don’t know that for sure—but if they are, what do
they do to brain cells, and if we know that, we may be able to re-
verse engineer this and come up with an antidote that actually re-
verses the symptoms. On the model of Parkinson’s disease, when
they figured out that dopamine problems were causing Parkinson’s,
we came up with El dopa and other medications.
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Now our findings to date, in our National survey, we have recon-
firmed again that there is a unique Gulf War syndrome. It has
three variants, which are important to know because they had dif-
ferent brain imaging findings, and we think they actually are dif-
ferent components of illness. We have also looked at the time
course and shown that Gulf War veterans are not getting better.

Now in the brain imaging studies we have looked at each of the
symptoms of Gulf War Illness. Memory problems, thought process
is slowed, constant body pain, chronic fatigue. These are the major
symptoms that cripple these veterans. And our brain imaging stud-
ies can show what the brain is doing when they are having these
symptoms. We can illicit these in the brain scanner and show ex-
actly what is happening to the brain. And we now are coming up
with what the mechanisms are of this multi-symptom illness in the
brain. And so we think from this we will develop diagnostic tests
that we would be able to then hand off at the VA Medical Centers
around the country to diagnose Gulf War Illness just the way you
would diagnose thyroid disease or whatever.

And finally our studies in animals. We developed a mouse model
in which we can give low doses of pesticides, PB, and Sarin nerve
agent in collaboration with the U.S. Army at Aberdeen Proving
Ground, and we can reproductively now produce a behavioral dis-
turbance in mice, which interestingly, just like in Gulf War vet-
erans, doesn’t come on immediately; it takes about 6 weeks or so
for this behavioral disturbance to occur, which would be just what
we saw in the Gulf War with Gulf War veterans. And we now have
ten different laboratories around our university and in some other
places looking at mouse models to see what is happening 3 months
later after this exposure. What has changed in the brain in the
ones exposed to the chemicals compared to the ones that were not
exposed? And the idea is, if we can get down to the molecular
mechanism of what is changed, we may then be able to reverse en-
gineer that to a medication or some other rehabilitation treatment
that would actually reduce the symptoms or eliminate the symp-
toms of this illness and return veterans back to a normal life.

Now, I must say, having talked with hundreds of Gulf War vet-
erans who are my patients through the last 15 years, I have not
found one veteran that wants to be service-connected and get dis-
ability. They all say, doctor, I want somebody to make me well so
I can go back to work. I would like to go back in the military is
what they say.

And so our goal is to use brain imaging, understand the brain
mechanisms of these symptoms, develop a diagnostic test from
that, correlate that with the animal models and see if we can then
develop a treatment for it.

[The prepared statement of Dr. Haley appears on p. 62.]

Mr. MrTcHELL. Thank you. Dr. White.

STATEMENT OF ROBERTA F. WHITE, PH.D.

Dr. WHITE. Good morning, Mr. Mitchell, Dr. Roe, and Members
of the Committee.

This morning I want to talk about my experience with Gulf War
veterans over the last 16 years and their health problems. I will
speak from a research perspective on the epidemiologic investiga-
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tions in which I have participated. These studies have examined
health outcomes related to chemical exposures in Gulf War vet-
erans. I will also talk about my clinical experience in working with
veterans as a neuropsychologist at the VA and in university med-
ical center settings. My aim is to integrate these two sources of ex-
perience in order to better provide an understanding of the chal-
lenges involved in understanding and treating Gulf War Illness.

As mentioned in my prior testimony in May, our research efforts
in Boston over the last 16 years have focused on relationships be-
tween exposures experienced in the Gulf War and health outcomes.
We have carefully controlled for stress symptoms, diagnosis of post-
traumatic stress disorder (PTSD), psychiatric diagnoses, and other
variables that affect performance on our outcomes like neuro-
psychological test performance, questionnaire answers, and
neuroimaging results. These are the confounders that Dr. Goldman
talked about.

These studies have led to the five conclusions that I am going to
summarize this morning. First, pesticide exposures in Gulf War
veterans are associated with increased health symptoms, especially
those involving the central nervous system.

In addition, such exposures are associated with poorer neuro-
psychological test outcomes and with chronic multi-symptom ill-
ness.

Second, exposure to pyridostigmine bromide is also associated
with neuropsychological test outcomes and increased health symp-
toms.

Third, mixed exposure to high levels of pesticides and PB is asso-
ciated with more severe effects, including elevated health symptom
complaints, poorer neuropsychological test outcomes, and chronic
multi-symptom illness.

Fourth, exposure to nerve gas agents in Khamisyah is associated
with poorer neuropsychological test performance and smaller white
matter volumes in the brain in a dose-dependent manner. That is,
higher exposure predicts greater pathology.

Fifth, Gulf War veterans with higher numbers of symptom com-
plaints have smaller white matter volumes on brain imaging than
those with low numbers of symptoms.

It is important to note that the above findings were seen in vet-
erans who were not diagnosed with clinical illness by physicians.
They did not have diagnosed brain damage nor were their neuro-
psychological or brain imaging results considered to be in the ab-
normal range. Most of the study participants were working at the
time of their participation.

The epidemiological study results suggest that there are subtle
changes in brain structure and function associated with chemical
exposure in Gulf War veterans. Such changes are often referred to
as “sub-clinical” central nervous system effects of exposure. The re-
search results suggest that these exposures are also associated
fvgth significant experiences of poor health and dysfunction in daily
ife.

How do such findings relate to the clinical examination of indi-
viduals with exposure to pesticides and other neurotoxic chemicals?
When patients are seen clinically, neuropsychological test results
and brain imaging can vary. They can be abnormal, but they can
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also be interpreted as being normal, even among patients who ex-
perience significant health symptoms and functional problems in
daily life. This reflects the insensitivity of the diagnostic tests
available as well as other factors.

Gulf War veterans often show this picture, and it can be per-
plexing to clinicians when they observe poor health and multi-
symptom complaints in individual patients. This may lead to confu-
sion about diagnosis, treatment options available for patients, and
even whether to accept the patient’s complaints at face value.

The clinical and research evidence suggest that health symptom
complaints in Gulf War veterans should be taken seriously, espe-
cially if the veteran has known exposure to neurotoxicants in the-
ater. These include pesticides, PB and Sarin and Cyclosarin gas ex-
posure. Diagnosis of post-traumatic stress disorder is made and
compensated based on self-report of psychological symptoms in the
context of a significant stressor. Self-reported physical symptoms
and dysfunction in daily life deserve to be taken just as seriously.

[The prepared statement of Dr. White appears on p. 68.]

Mr. MiTcHELL. Thank you. Mr. Hardie.

STATEMENT OF ANTHONY HARDIE

Mr. HARDIE. Thank you Chairman Mitchell and Ranking Mem-
ber Dr. Roe and Members of the Subcommittee. I would also like
to thank my fellow Gulf War veteran, Matt Letterman, who drove
here on his tractor across the country to be here and it is really
an honor to have other Gulf War veterans here as well.

Thank you for the invitation to testify today regarding implica-
tions of U.S. Department of Veterans Affairs’ Limited Scope of Gulf
War Illness Research. By limited I take that to mean it hasn’t been
focused on treatments to help improve our lives.

I am honored to fulfill the Subcommittee’s request to testify
today as a Gulf War veteran regarding my own personal experi-
ences, observations, and recommendations on these issues, most of
which is contained in my written submission due to the time con-
straints. My experiences are far from unique, and I am sharing
them in the hope that it will help to better inform the Sub-
committee and the VA and to help assist countless thousands of my
fellow Gulf War veterans who like me have been injured and ill for
nearly two decades following the war without effective treatment.

In mid January 1991, my team was directed to begin taking the
PB pills that we had all been issued. We were told they were ex-
perimental, not FDA approved, that we had no choice in con-
senting, we were ordered to take them, and that we would probably
experience symptoms similar to mild nerve agent poisoning; which
was the case.

Like tens of thousands of my fellow Gulf War veterans, I experi-
enced significant side effects including watery eyes, runny nose,
confusion, dizziness, muscle twitching, diarrhea, weight loss, and a
host of other symptoms, including feeling generally ill.

Because of the technological advances of the 1991 Gulf War dis-
played around the clock on CNN, it was easy to understand why
there was and seems to be a persistent belief in the U.S. that for
the first time in history, there was no fog of war during this war.
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On the ground it was most definitely a different story as in every
war before.

We were told that the Iraqis has not used or even forward-de-
ployed their chemical weapons and the alarms must have been
sand or other false alarms. We now know today that wasn’t true.

We received communication at one point that a nearby unit at
R’as al-Mishab had been hit with chemicals, a chemical warfare
agent, and we later received communication that the chemicals had
been confirmed. If I remember correctly by the British. Later, it
was discounted as simply a false alarm, despite the second con-
firmation. This story is far from unique, with Gulf War veterans
having echoed similar stories in previous public testimony.

When we launched into southeastern Kuwait with coalition
forces, we found a sand-table map covered with chemical warfare
and other symbols. That was the object of great interest to the Un-
tied States Central Command officers who flew in the following day
before the facility was closed off permanently thereafter.

In one bunker complex north of the Kuwait Bay, a handful of us
went through, I was captivated by the lovely fragrance that
smelled just like the red flowers that filled my grandmother’s gar-
den back home, and it pervaded all of those Iraqi bunkers that I
went through that were so hastily evacuated that plates of half-
eaten food and loads of personal gear had been left everywhere. In
fact, for anyone who has ever been in the military to leave half-
eaten food is the most unusual thing you could ever imagine. No
one is going to leave food behind.

Years later I was horrified to learn that what I smelled, along
with the pervasive smell of wet onions, was the characteristic odors
of Lewisite and Mustard, a classic mixture used heavily by the
Iraqis during the Iran-Iraq war. Even still, I discounted my own se-
vere respiratory illness as having been from that, simply because
I didn’t know until just a couple of years ago that while the dam-
age is immediate, symptoms don’t necessarily evolve until as long
as even 24 to 48 hours after exposure.

I have now heard enough first-hand accounts from Gulf War
ground troops about coming across chemical mines and all sorts of
other chemicals that I now firmly believe that the Central Intel-
ligence Agency and the DoD had and have no basis for their long-
held statements that Iraqi ground commanders never possessed or
used chemical weapons during the war. The extent and impact of
intelligence failures were widely discussed on and off the battlefield
as part of that fog of war.

Sadly for most of my fellow Gulf War veterans who are ill, the
VA’s limited scope of Gulf War Illness research on treatments has
not even begun to yet address the health outcomes associated with
these widespread chemical warfare agent exposures, exposures to
pyridostigmine bromide, and all the other agents that were—and
exposures that were listed in the Persian Gulf War Veterans Act
of 1998 by Congress more than a decade ago. We know what
caused Gulf War Illness, we just simply need to work on treat-
ments.

I have had difficulties and experiences with my VA, including
most recently I had—my cough for example has never subsided
since 1991. This spring after 18 years, I was finally able to get a
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brochoscopy looking into my lungs, and its results were yet one
more bittersweet revelation, like the revelation from the Research
Advisory Committee in Gulf War Veterans’ Illnesses that finally ac-
knowledged that Gulf War Illness is real and that what has been
going on with this is real. The revelation was my lungs were red,
irritated, and angry looking with mucus and a diagnosis of a form
of chronic obstructive pulmonary disease. For me this was no sur-
prise.

Due to VA’s limited scope of Gulf War Illness research not fo-
cused on treatments or effective diagnosis, I found this bittersweet
victory on my own with private health care, not at a VA facility.

As I have often said, if it weren’t for the military I wouldn’t have
been able to keep on struggling to stay in the workforce, but then
again if it weren’t for the military well, I guess I wouldn’t have had
to.

Submitted with my written testimony is a statement written by
my mother more than a decade ago in support of my VA claim,
which has been challenging like most other Gulf War veterans. It
could frankly have been written by any Gulf War veteran’s mother
describing what she saw in her son, all the symptoms, all the
changes for the worse.

Clinicians at local VA hospitals, still after 18 years, seem to have
no idea what to make of or to do for Gulf War veterans than simply
to put band-aids on our symptoms. Because of VA’s research inad-
equacy it is not focused on treatments for Gulf War veterans, clini-
cians at VA facilities have not known what to tell Gulf War vet-
erans, what to do that might even help to improve our health or
lives, and as well have not been known for what to tell us to avoid
or be careful of.

VA and other doctors have not known to tell ill Gulf War vet-
erans to avoid at all cost any additional exposure to pesticides,
paint primers, and related chemicals. I have had to find that out
on my own, like so many other Gulf War veterans.

A friend like Joel, a career soldier and now lives in Iowa, I be-
lieve he is truly a hero. He is now totally disabled, despite being
a decorated multi-combat tour veteran. This is not right.

And finally, like many Gulf War veterans, I have beliefs in how
we got to this point when more than 18 years later we have almost
nothing to show for all of it, with the exception of the most recently
funded promising ongoing DoD Congressional Directed Medical Re-
search Program research and the University of Texas South-
western efforts. There are no treatments, no advisements, no ade-
quate assistance to give ill Gulf War veterans, and the benefits
process is grossly broken.

Later in this hearing you will hear from others more eloquent
than me about how VA’s fundamentally flawed contracts with—or
earlier reliance on reports have led to today’s stark failure regard-
ing Gulf War veterans’ illnesses. The greatest failure is one of the
outcomes. More than 18 years after the war, VA has essentially
nothing to show for or to provide to Gulf War veterans for all of
its quote “efforts,” and little or nothing to offer the one-fourth to
one-third of all Gulf War veterans who like me remain ill, disabled,
at home, and with no effective treatments.
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I am happy to answer any questions, and again thank you for
this opportunity.

[The prepared statement of Mr. Hardie appears on p. 70.]

Mr. MiTcHELL. Thank you very much. Dr. Haley, a couple things.
What are your thoughts regarding the differences presented here
today between the RAC and the IOM in their findings?

Dr. HALEY. Yeah, that is a bit far a field from what we are doing.
Basically I think it comes down to how you ask the question, and
if you ask the question differently you get different answers. I
think that is basically my take on it.

Mr. MITCHELL. One other question. With all the missing links of
DoD documentation of what veterans were exposed to, do you be-
lieve that science will ever be able to answer why Gulf War vet-
erans continue to suffer these undiagnosed symptoms? Is there any
hope for veterans through science?

Dr. HALEY. Yes, I think so, and that is where we are focused.
And you know, the question is, what help are you talking about?
If we are talking about proving what caused this we will—with fur-
ther and further epidemiologic and clinical research, we can get
closer and closer to that. We will never be able to say that per-
fectly, but that is not what the veterans are looking for. The vet-
erans want to know how do I get better? And what they need is
a diagnostic test, an objective test that they can go to their VA and
the doctor can say, oh you have Gulf War Illness, well let us send
you over here to go through the test battery. And the results come
back from the doctor and he says, oh you have type one Gulf War
Illness or type two Gulf War Illness. Well, we know here is the
treatment for that, and we will then send you over to the clinic and
give you the medication or the rehab strategy or whatever. That is
what they want. And there has been very little research done in
that way, and that is our total focus is to do what a group of sci-
entists—and we have done this, sit down and agree with sci-
entists—how would you get to a diagnostic test and how would you
get to a treatment? And the idea is the plan that we have here.
And we are fairly far along.

In our second study that we just finished we now believe we can
see what is going wrong in the brain when they are having prob-
lems with memory, or when their thought process is slow, when
they are having constant body pain.

We can see parts of the brain that are now functioning. And we
are getting ready to try to replicate this now in a random sample
of the population to be absolutely certain of this. And then we
think from this we will be able to develop—within the next year
or so—we will have a diagnostic test that we can hand off to VA
Medical Centers so that Anthony and other veterans like him can
go to a VA and get a real diagnosis with objective tests that has
a high degree of certainty to it. And then another couple of years,
2 or 3 years down the line, we hope our studies in animals will
then lead to clues about what kind of drug or what kind of rehab
strategy we will need to cure that. I think that is really what the
veterans are looking for.

Mr. MiTcHELL. Thank you. Dr. White, based on both your clinical
experiences with Gulf War veterans and your scientific research, do
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you believe the IOM’s report draws significant conclusions and
findings?

Dr. WHITE. Well, I am not exactly sure how to answer that ques-
tion. We heard today that they believe that Gulf War Illness exists,
which is something that is a little difficult to find out of the report.
I believe that the scientists at IOM, and I do work for IOM myself
as a volunteer, I am on a committee right now, work in good faith
and try to do what they are supposed to do.

I think they looked at different data, looked at it in different
ways than the RAC did, and that really what needs to be done is
that all the sources of evidence and summary reports that have
been produced need to be considered by VA.

Mr. MiTcHELL. Thank you. And Mr. Hardie, as a well-informed
Gulf War veteran who is a member of the RAC, are your percep-
tions of the VA’s interest in Gulf War research in caring for the—
or what are your perceptions of the VA’s interest in Gulf War re-
search and caring for our ill Gulf War veterans?

Mr. HARDIE. Well first I would like to say that I think that their
intentions are honorable. I think that they have a very difficult job.
I think that the difficult job, they are sorting through the direc-
tions given to them by law from Congress, they are sorting through
all the scientific recommendations, the recommendations being
given to them by veterans, and many of them are not medical doc-
tors as well so it makes it even more challenging.

At the end of the day I guess I am not so interested in where
we were or how we got to where we are today, I am deeply frus-
trated. It is heart breaking when I find my veteran friends on
Facebook and so many are ill, so many are totally disabled. This
affects women veterans as well.

I think the focus has got to be on—Dr. Haley clearly has been
working with Gulf War vets like me. He said it again today, and
that is that we need to be focused on helping Gulf War veterans
to get better, and that is really what this has got to all be about.

Mr. MITCHELL. One last question as my time is up. If you could
sit down with Secretary Shinseki as a Gulf War veteran, what rec-
ommendations for the way ahead would you give to him?

Mr. HARDIE. I would say that programs like the Prosthetic Re-
search Program have been profoundly effective, and model pro-
grams after the prosthetic—VA has done wonderful work on pros-
thetic research making a huge impact for those who have lost their
limbs. I would say to follow the National Center for PTSD with
their ways of informing people and clinicians with clinician guides.
And I would say to follow other effective models that have worked.
Traumatic brain injuries (TBI)—I have been evaluated now and
gone through that program and have talked with folks there. Have
folks go through the TBI Program. Give people memory aids. Give
them like we do for TBI troops coming back from Iraq and Afghani-
stan, give them a Palm Pilot if that is going to help them to re-
member their appointments and so on.

But all the things that are working now, focus on those kind of
things and focus on doing the kind of tests like lung tests for those
of us who have lung injuries, whether they be biopsies or whatever
might be the case, I think they will find there are things that can
be treated as well.
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Mr. MITCHELL. Thank you, my time is up. Dr. Roe.

Mr. ROE. Thanks, Mr. Chairman. And just to give you an idea
about how absolutely complicated this is, and I think one of the
reasons when the war was first over and the veterans came home,
I think one of the things that had delayed this were the very low
number of casualties. I think that threw everybody off a little bit.
There were no casualties, so for a long time no one looked for any-
thing because we—I mean for one it is too many, but for the num-
ber and the number of troops that were sent—I was raised in
Clarksville, Tennessee where the 101st Airborne is, and I think
they came back without a single fatality from that war, which is
astonishing when you think about it. But I think where we dropped
the1 ball was we didn’t think there could have been some other cas-
ualties.

The other thing that made this difficult, just to give you an ex-
ample, 17 percent of the population have headaches. If you look at
depression, that is where I think we got thrown off, a certain per-
centage of it. So when you combine, especially Dr. Haley in your
phase one, I read your study last night, and I think that is what
threw people off to begin with was because here you had something
that has a prevalence and an incidence in the population in gen-
eral, and was there a cause and effect. And I think that is where
we got thrown off.

I think Mr. Hardie that is what happened. And not to apologize
for anybody, but I can see how it happened. And I think now you
are absolutely right, that is all behind us, let us do something to
fix it.

The question I have, Dr. Haley, for you is have these studies of
the brain been reproducible, and when you compare them to some-
one who is let us say depressed or has chronic headaches, do you
see similarities in the findings? Just for clinical.

Dr. HALEY. Yeah, that is the key question. And we actually did
these studies—a subset of these studies we are doing now we did
10 years ago on the same group that we just brought back to do
10 years later, and we find that the ones that showed abnormali-
ties 10 years ago are right on target again. That is, for example,
there is a chemical test, an MR spectroscopy, NMR of the brain,
and you can study chemical changes. Ten years ago we reported a
finding where basal ganglia, these deep brain structures down in
the middle of the brain and the brain stem had a chemical imbal-
ance, actually a reduction in a chemical. It was a definable chem-
ical difference that has been shown in many studies to indicate
damage to neurons. And then 10 years later, we brought these
same guys back and they have the very same thing, the same side
of the brain, the right side of the basal ganglia is worse than the
left just the way it was 10 years ago.

Similarly, we have done a spec study where we give them a
medication that simulates a Sarin exposure or a pesticide exposure.
It is a benign medicine that doesn’t hurt you, but it stimulates the
same parts of the brain. Ten years ago we showed that sick Gulf
War veterans respond just the opposite to normals to this drug.
That is, something through those parts of the brain so that the re-
sponse is exactly 180 degrees from normal, and we just replicated
that and found the very same thing is occurring 10 years later, and



31

now we are getting ready to do this in a totally new group. It is
a random sample of the population to see if it replicates out in the
total sample of Gulf War veterans.

Mr. ROE. How many have been studies? I know there have
been—I think PB—Mr. Hardie, I may have heard this wrong, a
qua&‘tgr of a million troops, and is that accurate from the RAC
study?

Mr. HARDIE. It was stated on the earlier panel, but I believe it
was—250,000 was the number I heard.

Dr. HALEY. In our current study we have 60 veterans, about 15
in each group. We have three syndromes, syndrome one, two, and
three, they are clinically different, and then a control group. In a
neuroimaging study typically you have between 10 and 20 per
group, and we have 10 to 15 in each group. What we are going to
be doing when we bring in the national sample, we are going to
have 20 per group to give us even more power than we need.

Mr. ROE. And Dr. White, just out of curiosity, I was raised on
a farm and fooling around with a lot of pesticides. Do you have
anything in the farm community where—I mean, I have seen crop
dusters fly out and as a kid that was a great thing to go watch,
I mean you got dusted.

Dr. WHITE. Well the pesticides of greatest importance that were
used in the Gulf War in terms of the health effects are
organophosphates and carbamates, both of which are neurotoxic.
There 1s a huge occupational literature on farmers, migrant work-
ers, lots of different occupational groups, and you see the same
kinds of patterns in those groups where they have symptoms,
sometimes even depressive or behavioral changes after long-term
exposure. So what we are seeing in the Gulf War veterans in terms
of pesticide effects is very consistent with what you see in farmers.

Mr. ROE. Just in conclusion. Mr. Hardie thanks for your service
to your country, and we will try to get this right.

Mr. HARDIE. Thank you, sir.

Mr. MiTcHELL. Thank you. Mr. Walz.

Mr. WaLz. Thank you, Mr. Chairman. I would echo the Ranking
Member’s sentiment, thank you so much for your service and also
for you to know Mr. Hardie that we appreciate your continuous
service to your comrades in arms to get this right and to know that
our responsibility is to make sure it is not just thanks, but in a
tangible way this Nation thanks you and that is by making sure
our care is right. So I am really pleased that both these panels
have been focusing on how we take this to the next level of pro-
viding care.

I do think it is important to note in this that our majority coun-
sel is a Gulf War veteran, was at Khamisyah, and those things
matter. Because the Chairman and the Ranking Member are very,
very cognizant of this issue.

And I would also note, I saw Mr. Hardie you are from Wisconsin,
so I know both of us are glad Bret Farve is retired. I am from Min-
nesota so get that straight.

There was a statement in here in your statement Mr. Hardie
that I think really sums up where we are at, and I have to be hon-
est with you, it is very touching, but also incredibly frustrating for
me. Here is what it says, “Thousands of other young men in their
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twenties and thirties suffer in silence not wanting to complain.
Someone needs to speak out for them. If the Government waits
until all the studies are done before they act, it will be years and
then it will be too late.” That was written by your mother on March
27th, 1998.

Mr. HARDIE. Yes, that is right.

Mr. WALZ. And here we sat listening to some studies, listening
to where it is at. I will have to say though, Dr. Haley, your com-
ments about us getting much closer to the idea and then listening
to what we just heard in the last panel, we can get to the point,
we can get a diagnostic test, we have met the threshold of benefit
of the doubt for the veterans, we can get that done and we can
move forward.

And Mr. Hardie, I would ask you, I am with you on this, I am
the biggest advocate of the VA. These are people that want to do
right. But because of that I am also their biggest critic.

What would happen today for someone who was a Gulf War vet-
eran, they walked into a VA hospital and said, I got body aches,
just can’t rid of this, what would happen to them?

Mr. HarDIE. Well, I think that it varies depending on the loca-
tion. I think that at this point my experiences are different than
some others.

I have heard as recently as this spring that a Gulf War veteran
walked into a VA Medical Center in—I will get the State wrong,
I thought it was Oklahoma—but was told that there was nothing
wrong with him and he was complaining and seeking help from
others that he was just simply getting sent to mental health.

In my case being sent to mental health was the best thing that
ever happened to me because they referred me back to primary
care and to specialty care because they said that it wasn’t associ-
ated with any known psychological condition. So I would hope that
that is what would ultimately happen with that veteran as well.

At this point, I think that the VA doctors are very compas-
sionate, they are very talented, they are caring, they are a wonder-
ful bunch by and large. I couldn’t say that 15 years ago with a cou-
ple of bad experiences, but I would say that today unequivocally.
And I think that they will do their best to try and treat symptoms.
But again, I think the problems—I have always believed this—the
problems lie here in Washington and the problems lie here because
the VA docs will do the best they can to treat symptoms, but they
don’t know what to do for folks. If you have a chronic cough, how
often do you see Mustard Lewisite veterans anyplace? How often
do you see folks who have Sarin brain damage anyplace? And so
we need to find answers to what to do to make people’s lives better.

And the benefit system is broken, just to add that in there. That
is a whole separate topic, you could have countless hearings on
that. The benefits system for Gulf War veterans is not okay. The
benefit system is terribly broken for service-connection, which is
the gateway to getting health care.

Mr. WaLz. Well, I agree with you as I said, and just like your
mother said, okay, we have studies, that was 11 years ago now.

I think Dr. White said it, I think it was pretty unequivocal today,
and I haven’t heard it a lot, that yes, it is an absolute connection,
that we agree that there is a connection there. We don’t know the
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actual causality and all of this, but if you are deployed to the Gulf
War, you are going to come back with something wrong with you,
you know, in more cases than not. Is that true, Dr. White, is that
kind of what you heard?

Dr. WHITE. Well, I mean I have heard that, that a substantial
portion of people who come back from the Gulf War have this.
Probably 25 to 33 percent.

I will say that the VA knew Gulf War veterans were coming back
with symptoms very early, because they started calling me about
it within a year of the war, they were paying attention to it at that
time.

I would also like to say that I think we really need to pay atten-
tion in terms of diagnosis, compensation, and triaging people for
treatment of symptom complaints. I don’t think there has to be a
physical diagnostic test. And that if we wait for a physical diag-
nostic test we are going to hold up paying attention to empirical
and mechanism-based treatments that we can be starting right
now.

So really when I said we need to believe what Gulf War veterans
say about their symptoms, we know what the core set of symptoms
is, I meant that. We do that for PTSD, and we should do it for Gulf
War Illness.

Mr. WALZ. Well, I think the time has come. My biggest fear is,
and I can tell you that the Gulf War veterans and there are some
here and obviously you, Mr. Hardie would say, take down their
words and we will come back in 11 years from now on this hearing
and still be following it. And they would say that not out of cyni-
cism, but out of experience. I hope our pledge is that that is not
the case, that we break this. I think we are at a breakthrough
point and maybe we will get there. So I yield back.

Mr. MiTcHELL. Thank you. Mr. Alder.

Mr. ADLER. Thank you, Mr. Chairman.

First, Mr. Hardie, thank you for a couple things. I join my col-
leagues here in thanking you for your great service to our country.
I also thank you however for your conversation with Mr. Walz re-
garding the quality of physicians and other medical providers you
have encountered at the VA.

We have had a couple experiences in the last few months on this
Subcommittee. We have had to look at some situations where VA
hadn’t quite met the standard we would seek for all of our veterans
everywhere across the country, and so I think it is very gratifying
for all of us in the Subcommittee to hear a positive testimony on
behalf of the men and women that work in the VA system and try
to do the best they can.

But as I heard Dr. White’s comments just now about 25 to 30
percent of our Gulf War veterans presenting with symptoms and
multi-symptoms, if you can’t somehow put it into a box and say
what the disease is, it is still a disease. These people need help.

I guess I am wondering from your panel what any of you could
recommend we could do to expedite either a correct diagnosis
through better research, or a better education of our VA physicians
and other providers so we don’t have Mr. Walz’ nightmare scenario
of 11 years from now reading back Mr. Hardie’s mom’s words in
frustration again. Maybe one of you could give us some suggestions
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of what we can do to move the ball forward quickly and effectively
for our vets.

Mr. HARDIE. I am going to defer to my scientist colleagues, but
I would just like to say just briefly, that you know, if Dr. Roe were
treating a patient and the patient presented with a condition that
he had never seen or heard of before and it was called amyotrophic
lateral sclerosis (ALS), it would be very difficult to figure out what
to do with that patient. And I know we still don’t have treatments
for all the Gulf War vets that have ALS and multiple sclerosis
(MS), the same kind of a situation. A condition like acquired im-
mune deficiency syndrome presents lots of conditions in lots of dif-
ferent ways. I think there are underlying mechanisms and I will
defer to my scientist friends here to perhaps elucidate that better.

Dr. HALEY. Yeah. You know, if you look back in the history of
developing treatments for diseases there are really basically two
ways that you do it. One is you just happen upon a treatment by
trying to treat people, you know, digitalis and some of the famous
drugs, nobody ever did studies of those, they just happened upon
it.

And the other way is to do very detailed research, understand
the mechanisms of the disease, and engineer a treatment, that is
called the rational approach as opposed to the serendipitous ap-
proach. We ought to be doing both.

And I think Bobbie said it right. I think it would be good for the
VA right now to declare a real effort to educate the physicians. You
know there was an education program like what 15 years ago that
said basically this is psychological and you don’t really need to do
anything about it, and that has never been changed as far as I
know, that is the record. And so it would be very productive to
rethink that and say when people come in with symptoms here are
a bunch of things we can try and just see if we get lucky and hit
on something that will work. Because there is a lot of literature
about how you treat chronic fatigue syndrome and fibromyalgia
and some of these other diseases that look a little bit like this. So
there are a lot of things they could try, and if they had a system-
atic approach they might be able to really come up with a break-
through just by luck.

On the other hand, what our program is doing is trying to go
step by step to slug out this hard science and get to the bottom,
get to the mechanisms both of what is going on in the brain and
then what do these chemicals do to the inside, to the machinery of
brain cells just like in Parkinson’s disease, then see if we can engi-
neer a treatment, but that is going to be a longer effort.

And so in the meantime we ought to be aggressively triaging
these people based on their symptoms and then having a program
to try to try different treatments for them. You think, Bobbie?

Dr. WHITE. Well, I do have two suggestions. One would be to con-
tinue some of the funding started by CDMRP and other agencies
focused on treatment trials; those can be empirically based or
mechanistically based. We do have some theories about the mecha-
nisms underlying Gulf War Illness that are amenable to treatment
approaches. So that is one research way we could go about this,
that is to systematically look at treatment possibilities.
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My second suggestion would be clinically based in terms of edu-
cating VA physicians again with probably a new program. And sec-
ondly, developing a set of experts to which Gulf War veterans could
be referred for specific work-up. So people who are experts in the
effects of chemicals on health, people who are experts in the pul-
monary consequences of different kind of exposures, people who do
neurological evaluations of people with multi-symptom illnesses.

So I think there needs to be a well-thought-out research ap-
proach and a well-thought-out clinical approach in order to deal
with the problem. And I think there are things that could be done
right now. We need more science, but we also need to just move.

Mr. HARDIE. And may I add to that? Add as well of advisements
on what to avoid. Avoid DEET. I mean, it makes me ill, it makes
my fellow Gulf War veterans ill. Avoid KILZ when you are covering
the paint on your wall and you want to put on the new primer,
avoid that.

VA has done a wonderful job of updating its Web site here re-
cently for Gulf War Illness in the last week or so, and they have
a new structure. The clinician’s guide unfortunately is still out-
dated, and I know that there is a new VA official I was just sitting
next to who is coming into a big job and it would be great if VA
would take on that task of fixing the clinician resource. I sure
wouldn’t want one of my buddies walking in the VA hospital now
and being seen by a doctor whose only experience was that out-
dated clinician’s guide.

Mr. ADLER. I thank you for that comment. One more question,
is that all right?

Mr. Hardie, this is just to you. What are you presently service-
connected for? And do you think that is the right category?

Mr. HARDIE. Sure, I am service-connected for a list of things. I
had a non-combat related issue for which I was at Walter Reed for
more than a year with my lower leg. That was purely a muscular
and venous issue and so I am okay with that. But I am also serv-
ice-connected for post-traumatic stress disorder at 30 percent,
which is similar for—most of the guys I served with in Somalia
have a similar diagnosis. I am service-connected for fibromyalgia,
chronic fatigue syndrome and irritable bowel syndrome. I would
like to highlight that for VA you can only be service-connected for
fibromyalgia, or chronic fatigue syndrome, they are both at 40 per-
cent together, but the fact that even though my fibromyalgia and
chronic fatigue are so debilitating that I am no longer able to work,
I was an executive at the Wisconsin State Department of Veterans
Affairs, an agency of about 1,200 up until just a few months ago,
the maximum as I understand is 40 percent, irritable bowel at 10
percent. I am service-connected for asthma. I don’t have asthma. I
appreciate the fact that some VA clerk somewhere service-con-
nected me for asthma because I had a misdiagnosis of asthma of
10 percent back in the military. I have never had asthma. They
called it post-exertional asthma since they didn’t know what to do
with it. I filed repeatedly, I have stated in my VA claims paper-
work I don’t have asthma. I have an undiagnosed lung condition,
which was finally diagnosed this March. The irony of that diag-
nosis of COPD, chronic obstructive pulmonary disease, is that now
I am no longer able to get service-connected under the undiagnosed
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illness provision. So I guess I am service-connected for asthma and
that is where it is going to be.

Mr. ADLER. I thank you for that.

Mr. HARDIE. I may have forgotten some as well. There are a cou-
ple smaller ones in there somewhere.

Mr. ADLER. I think we made our point together. Thank you, sir.

Mr. HARDIE. Thank you.

Mr. ADLER. I yield back.

Mr. MiTCHELL. Thank you very much. And again, I would like to
express the gratitude of this Committee and our country for the
work you are doing and researching and trying to get to this. And
Mr. Hardie, thank you for your service. Thank you.

Mr. HARDIE. Thank you.

Mr. MiTCHELL. I would now like to welcome panel 3. For our
third panel we will hear from Doug Dembling, Associate Chief Offi-
cer for Program Coordination, Office of Public Health and Environ-
mental Hazards for the Veterans Health Administration, U.S. De-
partment of Veterans Affairs. Mr. Dembling is accompanied by Dr.
Victoria Cassano, Acting Chief Consultant for the Environmental
Health Strategic Health Care Group, Veterans Health Administra-
tion; Dr. Joel Kupersmith, Chief Research and Development Offi-
cer, Office of Research and Development, Veterans Health Adminis-
tration; and David Barrans, Deputy Assistant General Counsel,
U.S. Department of Veterans Affairs.

And if we will, we will begin with Mr. Dembling and you will
have 5 minutes. Thank you.

STATEMENTS OF DOUGLAS E. DEMBLING, ASSOCIATE CHIEF
OFFICER FOR PROGRAM COORDINATION, OFFICE OF PUB-
LIC HEALTH AND ENVIRONMENTAL HAZARDS, VETERANS
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS
AFFAIRS; ACCOMPANIED BY VICTORIA ANNE CASSANO, M.D.,
MPH, ACTING CHIEF CONSULTANT, ENVIRONMENTAL
HEALTH STRATEGIC HEALTHCARE GROUP, OFFICE OF PUB-
LIC HEALTH AND ENVIRONMENTAL HAZARDS, VETERANS
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS
AFFAIRS; JOEL KUPERSMITH, M.D., CHIEF RESEARCH AND
DEVELOPMENT OFFICER, OFFICE OF RESEARCH AND DE-
VELOPMENT, VETERANS HEALTH ADMINISTRATION, U.S. DE-
PARTMENT OF VETERANS AFFAIRS; AND DAVID BARRANS,
DEPUTY ASSISTANT GENERAL COUNSEL, OFFICE OF GEN-
ERAL COUNSEL, U.S. DEPARTMENT OF VETERANS AFFAIRS

Mr. DEMBLING. Good morning, Mr. Chairman. Thank you for this
opportunity to discuss VA’s work in studying the illnesses of Gulf
War veterans. I am accompanied today, as you pointed out, by Dr.
Joel Kupersmith, Dr. Victoria Cassano, and Mr. David Barrans.

My written statement, which I submitted for the record, provides
background information on Gulf War veterans, explains VA’s rela-
tionship with the Institute of Medicine, discusses VA and IOM
agreements with regard to animal studies, describes the range of
services and benefits available to Gulf War veterans, and outlines
Federally sponsored research related to Gulf War veterans.

In the few minutes that I have, I would like to make several
points. In following the laws Congress passed, VA has utilized the
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National Academy of Sciences, Institute of Medicine, for almost two
decades to evaluate potential associations between environmental
hazards encountered during military deployment and specific
health effects.

Congress directed us to work with IOM initially regarding Agent
Orange and urbacide exposures of Vietnam veterans, and later re-
garding the various exposures experienced by Gulf War veterans.

IOM’s work has allowed VA to recognize approximately a dozen
diseases as presumed to be service-connected allowing veterans
who where in theater during the relevant period to be compensated
for these conditions without having to prove their connection to
service.

Since Congress directed VA to enter into an agreement with IOM
to review and evaluate the available scientific evidence related to
Gulf War veterans, nine IOM committees have generated com-
prehensive reports on Gulf War veterans health issues. This work
has allowed VA to presume service-connection for conditions in-
cludes ALS, and under forthcoming regulations nine infectious dis-
eases.

Current law already provides presumptive service-connection for
Gulf War veterans, undiagnosed illnesses, or unexplained chronic
multi-symptom illness regardless of whether the condition can be
causal linked to a specific exposure in the line of duty.

IOM is an independent world-class organization. They put their
analysis through rigorous internal and external review. VA relies
on their determinations and has confidence the methods they used
to conduct their assessments. When VA contracts with IOM we
defer to their professional opinions concerning methodology so they
maintain that independence.

IOM reports consider the available research, including both
human and animal studies to guide their findings about whether
there is evidence of an association between exposure to a substance
or hazard and the occurrence of an illness, and whether there is
a plausible biological mechanism or other evidence to support that
connection.

There have been some concerns expressed that VA may have in-
structed IOM to disregard animal studies in their scientific assess-
ments; this is a misperception. In reviewing all of the contracts for
the nine IOM studies, there is no language in the contracts, includ-
ing the statements of work, that either requires or requests IOM
to disregard animal studies. VA has provided this Subcommittee
with the statements of work for both the Gulf War and Agent Or-
ange IOM studies.

The standard procedure for all VA contracted IOM committee
studies is to leave each independent committee completely in
charge of deciding what research to include and how to interpret
it.

VA takes the illnesses of Gulf War veterans very seriously and
has established a robust research program to study these illnesses.
VA had spent over $20 million in support of research on Gulf War
veterans’ illnesses in both fiscal years 2007 and 2008. Research is
an important element of our support for veterans, and by turning
information into action, VA directly improves the care of America’s
veterans. VA trains its providers to respond to the specific health
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care needs of all veterans, including Gulf War veterans with dif-
ficult to diagnose illnesses.

Moreover, every VA Medical Center is required to have an envi-
ronmental health clinician available to discuss any concerns vet-
erans or providers may have regarding combat theater exposures.

VA distributes similar information to providers through news-
letters, brochures, conference calls, and the war-related illness and
injury study centers to educate providers to the unique needs to
combat veterans.

In conclusion, Mr. Chairman, Congress has directed VA to utilize
IOM’s independent evaluations of research when making deter-
minations about Gulf War veterans’ illnesses. IOM is a nationally
recognized authority in analyzing clinical research, and we rely on
their ability to provide sound assessments.

At the same time Secretary Shinseki recognizes that this well-es-
tablished process takes time. He has asked VA staff to review this
approach and determine if there are additional ways to more rap-
idly uncover the data necessary to determine a connection between
exposures and military service and specific health outcomes.

Thank you for the opportunity to testify. My colleagues and I are
prepared to address any questions you or any of the other Com-
mittee Members might have.

[The prepared statement of Mr. Dembling appears on p. 79.]

Mr. MiTCHELL. Thank you. Dr. Kupersmith?

Dr. KUPERSMITH. Yes, I do not have an opening statement. I was
a late entry in this as a witness, and we agreed to have to state-
ment in within the next few days.

[The prepared statement of Dr. Kupersmith appears on p. 83.]

Mr. MiTCHELL. Thank you. A couple questions. First of all to Mr.
Dembling. You heard from all three panels. First of all that there
was an agreement on the first panel, the RAC and the IOM, that
there is a multi-symptom case which they all agree called Gulf War
Syndrome. I got that nod from both of them. So there is such a
thing as a multi-symptom Gulf War Illness.

And you heard from the second panel that what these veterans
are after, they are not after disability, they are after a cure. They
want to get back to a normal life. And you heard from Mr. Hardie
that it has taken 18 years and he is still trying to get the services
he needs.

In your statement you are really going back and defending—that
is fine—IOM and so on.

Let me tell you, from what I have gathered here, and I want to
quote the statute that Mr. Binns was referring to. It says, and this
is under section 1602, the presumption of service-connection. It
says, “This section is to warrant a presumption of service-connec-
tion by reason of having a positive association with exposure to a
biological chemical or toxic agent.” And then it goes on to say, and
it talks about the exposure of human or animals to a biological
chemical and so on. “The Secretary shall take into account reports
submitted by “—all the groups that we have talked about—" and
other sound medical and scientific information and analysis avail-
able to the Secretary. An association between the occurrence of an
illness in humans or animals and exposure to an agent, hazard, or
medicine or vaccine shall be considered to be a positive for pur-
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poses of this subsection if the credible evidence for the association
is equal to or outweighs the evidence against the association.” And
as Mr. Binns said, if it is about equal deference should be given
to the veteran.

We are hearing, you know, that they are still having trouble in
the VA of trying to get the services they need for these particular
illnesses.

Now my question is, how does the VA plan to mediate the dif-
ferences between these two different reports and how it will affect
veterans? How do you plan on mediating these differences? You
just can’t fall back and say we are only going to take one or the
other. Both of these groups were authorized by Congress. And the
question is what are you going to do about it?

Mr. DEMBLING. That is a good question, Mr. Chairman. And Con-
gress has directed us, as you know, to work with the Institute of
Medicine and getting updates on a periodic basic and use those up-
dates to make determinations about presumptions of service-con-
nection, which we have done. Going back to the years where we
were doing these studies using Agent Orange. And it is our expec-
tation, and I think as you heard from Dr. Goldman, that there will
be a discussion of the underlying scientific research. We don’t an-
ticipate that IOM will review the review of previous scientific

Mr. MiTCHELL. They are not doing that.

Mr. DEMBLING. They are not doing that. They will be reviewing
the scientific literature.

Mr. MITCHELL. So you are only saying that you are going to look
at the IOM. What about the RAC? That is also established. They
have some credibility.

Mr. DEMBLING. Right.

Mr. MITCHELL. So what are you going to do with them?

Mr. DEMBLING. Well let me yield to Dr. Kupersmith, he handles
the research portfolio for us. It is a Research Advisory Committee.
Their views and recommendations have been taken into consider-
ation by VA over the years.

I think with regards to this specific issue of whether there is a
causal relationship—a cause for the unexplained illnesses of vet-
erans or not, we want to see the next report from the Institute of
Medicine, which will consider any scientific evidence that wasn’t
considered in their previous reports that VA’s Research Advisory
Committee might have used in coming to their determinations. And
they will be reporting to use in early 2010, and we expect that they
will consider all the research that was conducted up to that point.

Mr. MITCHELL. In the meantime what happens to people like Mr.
Hardie? You know, he had to go out on his own to find out that
he had a bronchial problem, and now he can’t get any kind of serv-
ice for that. He has been there over 18 years. How many more
studies? You know, you really haven’t answered. What are you
going to do with the RAC report?

Mr. DEMBLING. Dr. Cassano is a physician, she is heading up our
Environmental Health Program.

Mr. MiTcHELL. Yes, but you are the one in charge of the VA,
right?
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Mr. DEMBLING. You are specifically asking about health care and
what can be provided to veterans for health care. Let me see what
Dr. Cassano can say about that.

Dr. CAssANO. As Mr. Dembling had previously mentioned, there
are two different focuses. What we do with the IOM has been dem-
onstrated here in the first Committee. The RAC is supposed to ad-
vise Dr. Kupersmith’s group regarding the direction of future VA
research.

I think the best way to resolve these issues, as we have already
initiated a dialog between both IOM and the RAC, to discuss how
they came up with different conclusions. The RAC report did re-
view more current literature than the IOM did. That may be part
of the problem, and we recognize that. However, once we get this
report in February, we will review that report and see if there are
still differences and we will have to decide at that point which evi-
dence—what evidence we are going to use, but that involves a proc-
ess. It is the same process. Whenever we get a report, either if it
is Agent Orange or Gulf War, there is a process that VA goes
through to analyze the results of those reports.

Mr. DEMBLING. And at the time

Mr. MitcHELL. Did you hear Dr. Haley’s comment about re-
search, how you happen to get to it and the people he is dealing
with, that these are real symptoms, and Mr. Hardie went through
the same thing? And you are just going to sit and rely strictly on
what the IOM says?

Mr. DEMBLING [continuing]. Just because there may be a lack of
understanding about the cause of certain illnesses or diseases
doesn’t mean we can’t treat them and provide services and health
care to veterans, and that is what we are doing at our VA Medical
Centers every day.

Mr. MITCHELL. Okay. But let me tell you, there is a perception
among far too many Gulf War veterans that when they go in to the
VA that they just keep—who is supposed to help them improve
their health, that they are just getting procedural excuses, and
they just keep getting put off. That is the perception.

Mr. DEMBLING. Okay.

Mr. MITCHELL. Now if it is not true, VA has a lot of work to do
to overcome this and that is your job.

Mr. DEMBLING. Absolutely. And there may be cases where vet-
erans did not get the services that they should be getting and we
want to know about them. If there are specific examples of vet-
erans not getting services we can follow up on that.

One of the things that we have set up——

Mr. MITCHELL. One at a time. Two hundred and fifty thousand
people and you are going to do one at a time.

Mr. DEMBLING [continuing]. Well one of the things that we have
done that was established shortly after the Gulf War hostilities
were over was to establish referral centers for veterans that had
difficult to diagnose illnesses. That has been expanded. We now
have three War-Related Illness and Injury Study Centers that pro-
vide comprehensive physical examination and work ups to veterans
that may have conditions that are difficult to diagnose and under-
stand. And that is an exhaustive process that tracks these veterans
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and follows up for their care and then makes recommendations
back to their primary care physicians.

So we are trying to provide the services that we can to those vet-
erans even in the absence of information that tells us specifically
what might have caused their illnesses.

Mr. MiTCcHELL. But as I said, the perception of many Gulf War
veterans is that they are just getting procedural excuses and not
getting the service that they need.

Mr. DEMBLING. And I think what we need to do is a better job
of education for our health care providers and our clinicians. And
one of the things that I think Mr. Hardie mentioned has to do with
the Veterans Health Initiative (VHI), the clinical guides that we
use, and those are going to be updated. We are working with our
Employee Education System to get those VHIs updated as quickly
as we can and we are working on that as well.

Mr. MITCHELL. And this may be to Dr. Kupersmith. In the 2008
annual report to Congress it states that it was obligated to the VA
for Gulf War Illness research a total of $21.6 million. Of this $21.6
million, $15 million of it has been allocated to Dr. Haley’s study
specifically, and that leaves $6.6 million for all the other ongoing
Gulf War research. Is that enough?

Dr. KUPERSMITH. Well let me just first say, I think as you re-
ferred to the report, we are in agreement with the reports rec-
ommendations concerning our research direction and how we
should be doing it. And also, I

Mr. MITCHELL. In agreement with who?

Dr. KUuPERSMITH. The report, the RAC report that you just
quoted.

Mr. MitcHELL. The RAC.

Dr. KUPERSMITH. Yes.

Mr. MiTcHELL. Okay.

Dr. KUPERSMITH. This includes research into sophisticated imag-
ing techniques such as what Dr. Haley has talked about. He is
doing it, it is being done in centers also. Genomic studies we think
are very important because one of the—you know, over the years
there had been tremendous frustration in research results, but one
of the things that may be true is that certain individuals had ge-
netic predispositions to these exposures. That will also help us with
what might be the mechanism or way that these exposures exert
the effects that they do. So we are in general agreement with one
point after another.

I think the recommendation was that we spend approximately
$20 million, which we are, as you said. We have new initiatives
now. New initiatives in the treatment of Gulf War disease. New
initiatives in other areas. So we are evaluating our budget for next
year.

Mr. MiTcHELL. Well let me ask, do you feel that the $6.6 million
is adequate for the rest of the research?

Dr. KupERsSMITH. Well that has been our analysis up to now, but
we will be seeing what research we can do within our system, and
if it requires more funding we will certainly give it.

Mr. MITCHELL. One last question before I turn to Dr. Roe. The
VA’s three largest Gulf War research projects that are ongoing—
there are three I understand—could you give us the status of each
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and the dollar amounts that have been spent and let us know what
it is the VA gets out of this?

Dr. KuPERSMITH. Well let me say, I think, you know, we have ex-
amined over these last 18 years what research has been done. The
research agenda has in general been set by the deployment health
working group, which is a group of experts from the Department
of Defense and the VA. That was soon after the Gulf War that
began. It is clear, as everybody has said here, that it has not ac-
complished the goals of finding what we might call a silver bullet
for the treatment of Gulf War veterans’ illness, and for determining
the many other aspects of it. So we are undertaking new areas.

And all of us are very much in agreement with Dr. Haley with
what he said, with what Dr. White said, what Mr. Binns said con-
cerning the need for approaching these in new ways. So we are un-
dertaking sophisticated imaging studies as we said. The state-of-
the-art imaging correlations with tests of brain function. Genomic
studies, we feel, may be very important to solving some of the
issues related to what is susceptible and indicating who had an ad-
verse outcome from this. Studies to determine biomarkers, which
are diagnostic tests that may show us who had the disease. Be-
cause it is clear, as has been testified to in the previous hearing,
that it will be very difficult to analyze the exposures now 18 or 19
years later.

Those are just some of the areas that we are getting into. And
this represents the use of new technology, some of which has been
developed in the VA to try to address these problems.

Mr. MiTCHELL. In terms of research dollars, could you tell me
how much has been allocated to TBI and PTSD compared to Gulf
War research?

Dr. KUPERSMITH. I think they were submitted. And I apologize,
I do not have the exact numbers with me. I can give you those, and
I would rather

Mr. MiTCHELL. Can you give me ballpark figures?

Dr. KUPERSMITH. You know, I would rather not say, because you
know, I will be quoted. I apologize for that. I could get these very
quickly for you, I just don’t have them in my head. I know they
were submitted.

Mr. MiTrcHELL. All right, I would like to see those.

Dr. KuPERSMITH. We will certainly do that.

[The information is provided in Question 4 of the Post-Hearing
Questions and Responses for the Record, which appears on p. 121.]

Mr. MiTcHELL. Thank you.

Dr. KUPERSMITH. I apologize for not being able to quote them
from memory.

Mr. MiTcHELL. Dr. Roe.

Mr. ROE. I apologize for having to step out for a moment, but I
guess the conclusion I am coming to in listening to this, and obvi-
ously as I said last night I couldn’t read that volume of informa-
tion. But I guess in the VA system now, how are Gulf War veterans
with this presumed illness being treated? When they come in, I
mean, is there a clinic or an expert? We have a VA facility in my
hometown, Mountain Home VA in Johnson City, Tennessee, and I
haven’t asked them that. Is there a standard methodology of treat-
ment?
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For instance, we talked a lot about electronic medical records
and evidence-based medicine. Well we are gathering evidence now
about this and ongoing research and millions of dollars have been
spent. And I guess what I worry about is if we spend millions and
millions and millions of dollars and don’t have any more conclu-
sions than we have now and maybe we are denying veterans care
by spending the money, that is my concern. I have watched that
happen over and over.

And I know from doing clinical research, Dr. Haley had men-
tioned this a minute ago, you know, sometime we just stumble on
a treatment and it works and then sometimes you do animal stud-
ies—I mean, from level one all the way through and spend a billion
dollars with a new drug and find out it doesn’t work.

So do we have any treatment guidelines in the VA right now that
if I went back to the clinic at home and put my stethoscope on
again, there’s a methodology I can use to treat a veteran that
comes in with these symptoms?

Dr. KUPERSMITH. You know, I deal with the research part of it.

Dr. CassaNo. Dr. Roe, let me step a back a little bit and discuss
the progression. Before there was ever an IOM report on Gulf War,
we had asked Congress for special authority to service-connect
undiagnosed illnesses, which now includes 13 different sets of
symptoms, as well as fibromyalgia, chronic fatigue syndrome, and
irritable bowel syndrome, which are considered the unexplained
chronic multi-symptom illnesses. Since that time, we have gotten
IOM confirmation of the three unexplained illnesses, fibromyalgia,
chronic fatigue syndrome, and irritable bowel syndrome associated
with Gulf War service, to further suggest service-connection.

At about the same time, however, we realized that we needed to
find a way to care for these veterans. There were several initiatives
started.

First of all the VHI, which was the training program for vet-
erans, does need to be updated, but that is out there for clinicians
who take care of veterans from the Gulf War to look at. We have
about 15 VHIs. There is one specifically for Gulf War.

In addition, the environmental health clinician is specifically in
the clinic to be able to take care of those post-deployment related
issues whether it is Gulf War or Agent Orange or some of the
issues from the current conflict. They are in every VA Medical Cen-
ter. They actually are used on the front line along with the primary
care doctor to look at various symptoms and various illnesses and
see what proper treatments are necessary.

In addition, we started the War-Related Illness and Injury Study
Centers which are the referral centers Mr. Dembling spoke of. They
are more than just a referral center. They are really the subject
matter experts on unexplained and undiagnosed illness. So they act
not only as a referral clinic, but also as a subject matter expert
with the primary care docs and the environmental health clinicians
so that their expertise is utilized on the front lines when somebody
comes in with a possible illness or symptom related to the Gulf
War.

In addition, all of our conferences—we have a new conference
coming up—the Evolving Paradigms conference in September that
will deal with these issues specifically so that we continue to train
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our clinicians that we are not just taking care of a patient in a vet-
erans health care system, but we are taking care of veterans in a
veteran specific, veteran centric health care system.

Mr. ROE. I know one of my pet peeves when I practiced medicine
and I saw someone that came in, if we don’t know what was wrong
with you, we either said you had a virus or it is between your ears,
when we didn’t know. And as several have pointed out, MS is a
perfect example of people you see that have a symptom and it may
take 10 years to diagnose that patient because of evolving
symptomology, and that is one of the things I said at the last meet-
ing, was that we need to continue to follow this to gather this evi-
dence over a lifetime.

But also I think what we need to do is now get as concise as we
can the set of symptoms, educate our clinicians and our practi-
tioners, and get this care to veterans. And also continue the re-
search.

The biggest problem we have in disease, if we don’t have an eti-
ology, it is very hard to treat something. I know a lot of non-clinical
people don’t understand that. But if I know you have pneumococcal
pneumonia I can treat that. The problem is when you have a symp-
tom over here, and a symptom over here is trying to, number one,
get an etiology, and then get an effective treatment program.

So I would suggest that we deal with the knowledge that we
have, and in 10 years we may look back if we continue to gather
this information and say, how in the world did we ever draw that
conclusion? I have done that before. I've looked back and thought
that treatment was totally wrong. But I think that is what needs
to be done from what I have heard now and put together.

And I think our third meeting, Mr. Chairman, I think we need
to push in that direction. I yield back.

Mr. DEMBLING. We agree with you completely, Dr. Roe, that is
why we have the vigorous research program under way, we have
education programs under way for our providers, and as Dr.
Cassano mentioned, a massive conference—the Evolving Paradigms
conference—it will be held in September that will educate over a
thousand providers and health care folks from around the country
as to the new experiences of combat veterans. And at the same
time providing health care to the maximum extent possible that we
can in our Medical Centers with the knowledge that we have and
that we have learned over the past few years.

Mr. ROE. Yeah, understanding that it is imperfect. I think as I
have had a chance to think, and I will think more about this, I be-
lieve this is a bell-shaped curve and you have some people out here
who don’t have Gulf War Syndrome who will exhibit some symp-
toms. I believe that, and you are going to include some of those in
payment, so be it. We can’t get everything right with something
that is hard to diagnose as this. But I truly do believe we have to
get this particular group of veterans that probably do have some-
thing, whatever it is, and try to do something for them.

And again, I went through this at the end of Vietnam, I am a
two-ID guy from Korea and I watched this happen to a group of
veterans. It doesn’t need to happen again. And I think good people
are trying, I really do. I don’t think they are ignoring it. And I
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think Mr. Hardie, I think his problem is that, it is been almost 100
years since we have had people breathe Mustard Gas or inhale it.

So I hope we do that, and I hope we are able to, Mr. Chairman,
come to a conclusion here after our next hearing and give some real
solid recommendations so that we can get this information in the
clinical room, in the treatment room for the patient.

Thank you all very much and I yield back.

Mr. MITCHELL. One thing I would just like to finish with. I don’t
doubt at all the research and the methodologies that Dr. Goldman
and Dr. Steele were going through. And you know, sometimes we
are arguing over how many angles dance on the head of a pin in-
stead of getting down to what really matters, and that is treating
the veteran, those who have Gulf War Symptoms.

And as I mentioned earlier, the perception of far too many Gulf
War veterans is that the VA has nothing new to offer except proce-
dural excuses.

And I just want to quote one last thing out of the statute. And
I know, Dr. Cassano, you are talking about relying on IOM and so
on, and this is where I think sometimes people talk about the ex-
cuses and putting things off. It is been a long time since we have
had that war. And I just want to quote this one section. It says,
“Under section 1603 of the Persian Gulf War Veterans Act 1998,
the Secretary shall determine whether or not a presumption of
service-connection is warranted for each illness.”

They can do it. You can do this. You don’t need an Act of Con-
gress. It is up to you. And I really feel bad when we take a look
and see how some veterans perceive the lack of service and we hide
behind again all of the little details when they are out there being
disabled and can’t work and can’t function properly. And I think
that the VA has got to take—and I really appreciate the research
that Dr. Haley and others are doing, because this goes far beyond—
you know, the research that has developed here and the results, far
beyond the veterans, it goes to the whole humanity, and that is
what is important. And don’t get hung up on that. We have soldiers
out there, veterans who need help.

I would like to thank all of our witnesses for testifying here
today. And it is evident from our last hearing and from this hear-
ing that this is still an issue of utmost importance to all of our vet-
erans.

In our first hearing we looked at the history. Today we looked
at the science. And now it is time to move forward and provide an-
swers for those that sacrificed for our country over 18 years ago.

Our next hearing will focus on benefits and the lessons we have
learned from both Agent Orange and Gulf War research. These are
lessons we need to apply not only to our Gulf War veterans suf-
fering here today, but also to the brave men and women fighting
in Iraq and Afghanistan today.

It is essential that we get this right so that 20 years from now
down the road we are not having these same discussions again.

And again, I want to thank all of our witnesses for joining us
today. Dr. Roe.

Mr. ROE. And just one final comment. Mr. Chairman, thank you
for having this very important hearing and hopefully we will have
some recommendations in the very near future. And once again,
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thank you for having this and I thank all the witnesses too for
being here.
Mr. MiTcHELL. Thank you, this hearing is adjourned.
[Whereupon, at 12:24 p.m., the Subcommittee was adjourned.]



APPENDIX

Prepared Statement of Hon. Harry E. Mitchell, Chairman,
Subcommittee on Oversight and Investigations

Thank you to everyone for attending today’s Oversight and Investigations Sub-
committee hearing entitled, the Implications of U.S. Department of Veterans Affair’s
Limited Scope of Gulf War Illness Research.

It has been upwards of 19 years since the United States deployed nearly 700,000
service Members to the Gulf in support of Operations Desert Shield and Desert
Storm. When these troops returned home, some reported symptoms that were be-
lieved to be related to their service and possible exposure to toxins, agents, and
chemicals. However, the amount and combination of these chemicals used during
this period is unknown and conflicting research has created a real challenge for
being able to prove a veteran’s symptom resulted from service connection.

As a result, there are many veterans with undiagnosed illnesses and multi-symp-
tom illnesses relating to their service in the Gulf War who are still suffering from
chemical agent exposure, and are finding themselves fighting the VA to have Gulf
War Illness recognized as service connection and compensation.

As many of you know, in May of this year, this Subcommittee held its first of a
series of hearings to address this issue. During that hearing we examined the im-
pact of toxins and pesticides used during the Vietnam and Gulf Wars. And with a
growing chorus of concern over the accuracy of existing research, I believe it is time
for us to take an in depth look at the scientific research surrounding Gulf War Ill-
ness Research.

Today’s hearing will focus on how the current research is progressing, including
taking a closer look at the reports offered from the Institute of Medicine (IOM) and
the Research Advisory Committee (RAC). In addition, the hearing will examine the
VA’s role in treating Gulf War Illness.

There are few things that I would specifically like to examine today. First, did
VA and IOM meet congressional mandates and the essence of Public Laws 105-277
and 105-368 to include animal and human studies, along with evaluating diagnosed
and undiagnosed illnesses? Second, were methodologies used by IOM equivalent in
both Agent Orange and Gulf War studies? And third, I would like to examine the
methodologies utilized in production of the RAC report.

We have learned and will continue to learn that Gulf War Illness Research is a
challenge, but a missing link appears to be a lack of documentation of exposure and
compounds that exposed our veterans. Additionally, we are waiting for science to
bridge the gap between self reported illnesses and diagnostic evidence, just as we
did with Agent Orange veterans.

Our last hearing on this issue shed light on the fact that we aren’t doing enough
for our Gulf War Veterans and that they continue to fight for what they deserve.
Today, I am hopeful that we will all examine this issue with open minds and get
one step closer to a consensus amongst Congress, VA, scientific bodies, and most im-
portantly, our veterans.

For today’s hearing, we have brought experts from all fields to discuss this impor-
tant issue. I am hopeful our panelists here today will discuss the merits of the RAC
report in comparison with IOM methodologies and the results of both, as well as
discuss the best course to ensure that this important research will benefit veterans.
I'm anxious to hear from the VA what actions they have taken in response to the
RAC report, and more importantly, how the questions surrounding Gulf War re-
search affect our veterans and how the VA plan to move forward.

While I praise all of our panelists here today for the research work they are doing
on behalf of our Gulf War veterans, we must find a way to give these veterans the
answers they have been looking for since returning home from theater almost 20
years ago.

(47)
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Prepared Statement of Hon. David P. Roe, Ranking Republican
Member, Subcommittee on Oversight and Investigations

Mr. Chairman, thank you for yielding me time.

As you indicated in your opening statement, this is the 2nd of a 3-part hearing
series on Gulf War Illness Research. The focus and title of this 2nd hearing is the
“Implications of VA’s Limited Scope of Gulf War Illness Research.” While I'm not
sure that VA has had limited scope in the area of Gulf War illness research, I ap-
preciate you calling this hearing to further evaluate the research that has been com-
pleted and reviewed, not just by the Research Advisory Committee on Gulf War Vet-
erans’ Illnesses, but also by the National Academy of Sciences, Institute of Medicine.
I understand that both organizations are represented here today as witnesses.

As a follow up to our first hearing, we have received responses to questions for
the record from Dr. Roberta White, from Boston University, Dr. Lea Steele from
Kansas State University, Paul Sullivan of Veterans for Common Sense, as well as
the VA. I appreciate that we received their responses prior to today’s hearing. Their
input from the last hearing is important information to have as we proceed today.

On Tuesday afternoon, the Committee also received the Secretary’s “Annual Re-
port to Congress on Federally Sponsored Research on Gulf War Veterans’ Illnesses
for 2008.” This report is also important for us to review, as it reflects the large body
of work that is continuing on this matter. From FY 1992 through FY 2008, the VA,
the Department of Defense, and Health and Human Services funded 347 distinct
projects relating to health problems affecting Gulf War veterans. As of September
30, 2008, 288 of these projects were completed, and 59 projects were either new or
ongoing. I am pleased we received this report prior to today’s hearing.

I am looking forward to a lively discussion today, as we have representatives here
from several different scientific backgrounds, representing different studies on Gulf
War Illness, and the possible causes. I am pleased, Mr. Chairman that you have
decided to include in this hearing the Institute of Medicine representatives, who
have compiled large volumes of material on Gulf War Illness, possible causes, and
comorbid diseases which may or may not have come from exposures during the first
Gulf War. I am interested in learning whether these same exposures were also
present during the current conflict and what we can expect, as the authorizing Com-
mittee, as to new presumptions for exposures in both conflicts.

I would like to remind my colleagues as we proceed that we must throughout this
series of hearings keep an open mind as to the reports and studies being presented
to us, and the way ahead for us as the authorizing Committee for benefits and serv-
ices provided to our Nation’s veterans.

Again, Mr. Chairman, I appreciate your diligence in pursuing these hearings and
yield back my time.

————

Prepared Statement of Hon. John J. Hall

Thank you for yielding Mr. Chairman, and thank you to the witnesses who have
taken the time to come here today to discuss a very important issue to our Nation’s
veterans.

We are here today because of an issue that we can all agree deserves our utmost
attention. Gulf War Illness has had a crippling effect on approximately 200,000 vet-
erans of the 1991 Gulf War. Since 1998, the VA has funded independent studies by
the Institute of Medicine in order to find out how best to address the health prob-
lems that Gulf War veterans are suffering from.

Unfortunately, there has been disagreement between the IOM and the VA’s Re-
search Advisory Committee on how to approach this research. In particular, the
RAC feels that the IOM studies were too narrow, not satisfying the requirements
set out by Congress. The IOM’s emphasis on human studies versus animal studies
and not focusing on undiagnosed illnesses are some of the issues delaying a final
report.

I am very concerned about these disagreements, and the impact they are having
on providing adequate care and compensation to our veterans. Many veterans are
being turned away from VA hospitals, and being denied treatment, because there
is no way to properly diagnose their illness. An uncertain method of diagnosing Gulf
War Illness also complicates the compensation process. Compensation is critical
when it comes to caring for our veterans, and making sure they are able to live their
lives to the fullest.

I understand that these disagreements are important to resolve. A scientific con-
sensus will allow the VA to better treat those who suffer from Gulf War Illness and
related injuries. My worry, however, is that in the meantime, while the VA and the
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IOM seek to reach that consensus, veterans are suffering. I hope that we will hear
today that at the very least the RAC and the IOM can agree that there is no time
to waste. I look forward to the solutions that I hope this hearing will provide.

———

Prepared Statement of Lynn Goldman, M.D., MPH, Professor,
Bloomberg School of Public Health, Johns Hopkins University,
Baltimore, MD, and Member, Committee on Gulf War and Health,
Institute of Medicine, The National Academies

Good morning Mr. Chairman and Members of the Subcommittee. Thanks to Con-
gressman Mitchell and Members of the Subcommittee on Oversight and Investiga-
‘flionls,h House Committee on Veterans’ Affairs for your concern about veteran’s

ealth.

My name is Lynn Goldman. I am a professor of environmental health sciences and
epidemiology at the Bloomberg School of Public Health at Johns Hopkins University
in Baltimore and chair of our program in applied public health. Prior to joining Hop-
kins in 1999 I served for 6 years at the U.S. Environmental Protection Agency
(EPA) as Assistant Administrator for the Office of Prevention, Pesticides and Toxic
Substances. My primary training is in pediatrics and epidemiology. I also have
served as Chair of two Institute of Medicine (IOM) Gulf War and Health Commit-
tees: the Committee that worked on the report Gulf War and Health: Review of the
Medical Literature Relative to Gulf War Veterans Health, and the Committee that
produced the report Gulf War and Health: Fuels, Combustion Products, and Propel-
lants. Additionally, I was a Member of the Committee that produced Gulf War and
Health: Insecticides and Solvents. I am here before you today because of my experi-
ence as a volunteer serving on those IOM Committees and as an elected Member
of the Institute of Medicine.

I will focus on four main points in my testimony. First I will discuss the overall
study process, including the review process, for the Gulf War series of reports and
how that process compares to the study process for the IOM Agent Orange reports,
including the report review process. Second I will discuss the categories of associa-
tion used by the Gulf War & Health Committees to classify the likelihood that expo-
sure to a given agent is related to a given health effect, and how those categories
compare to those used by the Agent Orange Committees. Third, I will discuss how
scientific studies are used by the Gulf War and the Agent Orange Committees, with
a focus on animal studies. Finally, I will discuss what is known about exposures
during the Gulf War and how that affects the Committees’ work.

Let me begin with the IOM study process. The IOM is a division of The National
Academies, a non-governmental institution originally chartered by President Lincoln
to provide independent scientific advice to the Nation. That scientific advice is usu-
ally in the form of consensus reports produced by expert, unpaid Committees. In the
case of the Gulf War and Health and the Agent Orange studies, the Committees
usually comprised ten to twenty Members with expertise in epidemiology, toxicology,
exposure assessment and relevant areas of clinical medicine. The Members are usu-
ally from universities, nonprofit organizations, and consulting firms. The reports are
developed through an established study process designed to ensure Committees and
the reports they produce are free from actual or potential conflicts of interests, are
balanced for any biases, and are independent of oversight from the sponsoring agen-
cy. At no time during a Committee’s deliberations or during the preparation and re-
view of an IOM report is the sponsor allowed to participate in the process or have
access to any part of the report. In cases where a Committee asks the sponsor for
information, any such information is made public.

Committees review relevant literature, hear from experts, and deliberate. Once
the Committee has reached its consensus, but prior to the report being released, the
draft report is subjected to a formal, peer-review process. External reviewers are
nominated by a broad range of individuals including IOM and National Academy
of Sciences (NAS) Members, Committee Members and other interested parties. The
list of reviewers’ is approved by a review oversight body, the National Academies
Report Review Committee, which ensures the reviewers have the necessary exper-
tise. The reviewers read the draft report and individually provide comments on: 1)
whether the Committee has addressed its charge; 2) the strength of the evidence
for and the validity of the Committee’s conclusions; and 3) the technical aspects,
clarity and flow of the report. Comments of the reviewers are provided anonymously
so that Committee Members and the study staff do not know the source of the re-
view comments when they receive them. In the case of the Gulf War and Health
and the Agent Orange studies, 10 to 15 experts in various scientific fields reviewed
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the reports. The Committee must respond to each comment from each reviewer and
indicate what revisions were made to the report to address the comment or provide
a detailed explanation why the suggested revision was not made. After all the com-
ments have been addressed, each study Committee Member must “sign off” on the
revised report. The report is then sent to the Review Monitor, who is a Member of
the National Academies Report Review Committee, and a Review Coordinator, who
is assigned by the IOM executive office. Those two individuals assess the Commit-
tee’s response to reviewers’ comments and ensure that the Committee has ade-
quately addressed every comment. Only when they are satisfied is the final report
released to the public on their recommendation. A courtesy copy of the final report
is sent to the sponsor immediately prior to public release. The sponsor is not pro-
vided an opportunity to review the report or any portions of the report, or to suggest
changes to the IOM report prior to its release. This stringent and established proc-
ess was followed for both the Gulf War & Health and the Agent Orange reports.

In addition to those general procedures that are required by The National Acad-
emies, each Committee also has procedures it follows in reviewing the data and
drawing its conclusions. Each Committee begins its deliberations by discussing and
developing an approach to the Committee’s statement of work. This statement of
work has been approved by The National Academies governing body and has been
included in the contract between the IOM and the study sponsor. However, in gen-
eral these statements of work do not detail the specific approach to be used to com-
plete the work, allowing the Committee to use its expertise to identify the best ap-
proach. For the Gulf War & Health and Agent Orange reports Committees needed
to consider not only the statements of work but also the requirements of the legisla-
tion mandating the studies in developing approaches to how the Committee would
gather, review and evaluate the information it collects.

I can tell you from personal experience that the Members of the IOM Committees
take their responsibility to assess the scientific data in a fair and unbiased manner
very seriously. For each Gulf War and Agent Orange report, the expert Committee
Members reviewed, evaluated and interpreted literally thousands of scientific publi-
cations that were identified through comprehensive searches of electronic databases
such as those of the National Library of Medicine. On the basis of their analyses
and deliberations, the Committees reached consensus conclusions. Each Committee
prepared a consensus report outlining its findings which includes descriptions of the
nllethods it used, the scientific information it reviewed, and the rationale for its con-
clusions.

By direction of the U.S. Congress, most IOM Gulf War studies have looked at
chemical or biological agents or other possible deployment exposures and have
drawn conclusions about what adverse health outcomes could be associated with or
caused by those exposures. Similarly, the Veterans and Agent Orange studies look
at specific chemical agents (Agent Orange and other herbicides) used during the
Vietnam War and draw conclusions about what adverse health outcomes could be
associated with or caused by those exposures. The conclusions are based on cat-
egories of evidence. In both cases, the legislation requests that the IOM Committees
make conclusions on the strength of the evidence for an association between expo-
sure to certain agents and potential health outcomes. Successive Gulf War Commit-
tees have decided to use the following five categories of association to describe the
weight of the evidence and to make conclusions:

o sufficient evidence of a causal relationship between an exposure and a health
outcome,

e sufficient evidence of an association between an exposure and a health out-
come,

o limited/suggestive evidence of an association,

¢ inadequate/insufficient evidence to determine whether an association exists,
and

¢ limited/suggestive evidence of no association.

Those categories evolved from the categories used by the Agent Orange Commit-
tees, which in turn were adapted from established categories of evidence used by
the International Agency for Research on Cancer when it ranks evidence for chemi-
cals that may cause cancer. The Agent Orange categories have gained wide accept-
ance over more than a decade by Congress, government agencies, researchers, and
veterans groups.

The major difference between the categories used by the Gulf War Committees
and the ones used by the Agent Orange Committees is the addition of the category
of sufficient evidence of a causal relationship for all but one of the Gulf War Com-
mittees. The additional category makes causation explicit and includes evidence be-
yond that found just in epidemiologic studies. Although association and causation
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are often used interchangeably they have different meanings scientifically. To dem-
onstrate an association, the evidence simply must indicate that as exposure to an
agent increases, the occurrence of an adverse outcome also increases. That an asso-
ciation is not the same as causality can be understood using the following example:
fire trucks are associated with fires but they do not cause fires. For causation, the
evidence must demonstrate that the exposure leads to the health outcome. For ex-
ample, the influenza virus causes a person to get influenza. Therefore, the cat-
egories of evidence used by the first and subsequent Gulf War committees explicitly
distinguish between causation and association.

One other change the Gulf War committees made was to clarify the definitions
of Limited /| Suggestive Evidence of an Association and Sufficient Evidence of an As-
sociation. The Committee added the phrase “in human studies” to those definitions
where they discuss “chance and bias, including confounding”. Chance, bias and con-
founding are much more significant problems in human epidemiology studies than
in animal studies (which are more controlled). The addition of the statement about
human studies simply clarifies that point. Although this phrase has been read to
mean that the IOM studies have only addressed human studies, in reality both the
Agent Orange studies and the Gulf War studies evaluate animal studies. This is
quite evident when you read the reports and review the references that have been
cited. At the same time, the IOM has put more weight on the human studies than
on the animal studies. The Gulf War and Health volumes simply clarified that
point, but conduct their studies in the same manner as the Agent Orange studies.

This leads me to address the issue of how animal data have been used by the Gulf
War and the Agent Orange committees and why human studies have been given
more weight. First, as might be expected, the published studies that are potentially
relevant to the exposures evaluated by the Gulf War committees include studies
that are conducted in animals. The committees looked at all relevant animal stud-
ies, including published reviews of the animal studies. However, many of the chemi-
cals reviewed by the Gulf War committees have been tested in animals for decades
in hundreds of studies and have well-established effects in animals that are de-
scribed in basic toxicology text books. In such cases, committees have sometimes de-
termined that it was not necessary to review all the individual animal studies that
support those established effects but instead to cite reviews that summarize these
specific well-established effects. Even in those instances where the health effects of
an agent are well known, however, the committee still reviewed and described in
their reports all of the animal studies that are critical to the committee’s conclu-
sions.

Animal studies have been relevant and important but, there are limitations when
drawing conclusions in humans on the basis of data in animals, which is why those
studies were given less weight than human studies. Animal studies sometimes pro-
vide very different information than studies in humans. For example, vinyl chloride
causes cancer in different organs in animals than in human; arsenic is a known
human carcinogen but animals do not show similar tumors; and saccharine causes
bladder tumors in male rats but not in humans. Using animals to look at human
health effects is especially problematic for symptoms for which there are no diag-
nostic tests. A person can tell you that he or she has a headache, is tired, or just
doesn’t feel very well, but a rat or mouse can not; by definition, such symptoms only
can be seen in human studies. Therefore, the Gulf War committees have relied more
on human studies, including epidemiologic and clinical studies, to reach conclusions
regarding the association between an exposure to an agent and a health outcome.
Animal data, when available, provide support for those conclusions.

Next I would like to briefly discuss what we know about the exposures in the Gulf
War, and how that has affected the work of committees. The legislation that led to
the Gulf War and Health studies lists a number of chemical and biological agents
that the IOM was asked to consider. The number and diversity of those agents pre-
cluded all of the agents being reviewed by a single Committee in a single report.
The IOM held an open meeting with veterans and veteran service organizations to
help identify the agents the veterans were most concerned about. On the basis of
that meeting, the agents were prioritized for review.

All of the Gulf War committees have grappled with the issue of exposure and the
lack of information, not only on how much of a chemical a person was exposed to,
but even the specific chemicals a person might have been exposed to. For example,
the committee could not find any information on which vaccines or medications, or
the amount of a medication, that a specific person took during deployment. The
committee members heard from veterans about being given a vaccination, for exam-
ple en route to the combat arena, but they did not know what the vaccination was
for, and the Committee was told by the DoD that there are no records of who re-
ceived what vaccinations. In other cases, when asked, veterans reported being ex-
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posed to a multitude of agents such as pesticides, pyridostigmine bromide, kerosene
heaters, and oil well fire smoke during their deployment, but the levels of exposure
to specific agents have not been determined and possibly never will be. This lack
of information on exposure makes it very difficult to link a given health effect in
veterans to a specific exposure.

Although most of the Gulf War committees looked at the health effects of the po-
tential exposures, one of the committees was charged, as directed by the attached
legislation, with evaluating Gulf War veterans’ health. This Committee reviewed the
published studies conducted on the Gulf War veterans themselves and made conclu-
sions on the prevalence of health outcomes in the veterans. Because of the lack of
exposure information, however, that report does not link health outcomes to specific
exposures. An updated review of the literature on Gulf War veterans published
since the preparation of that report is currently underway.

With that, I would once again like to thank you for inviting me to testify before
this Subcommittee. I appreciate the work of this Subcommittee on Oversight and
Investigations of the House Committee on Veterans’ Affairs. On behalf of all IOM
Gulf War committee members past and present I thank you for your trust in our
ability to assist you with this important work for our Nation’s veterans. I know from
my service on these committees that the Nation’s scientists are happy to serve, and
look to you for guidance on how we can be of most assistance to you and the VA
in assessing health impacts of Gulf War deployment. I look forward to answering
any questions you might have.

——

Prepared Statement of James H. Binns, Chairman,
Research Advisory Committee on Gulf War Veterans’ Illnesses

Chairman Mitchell, Ranking Member Roe, Members of the Committee, the Re-
search Advisory Committee on Gulf War Veterans Illnesses is a public advisory body
of scientists and veterans mandated by Congress and appointed by the Secretary of
Veterans Affairs. The Committee’s statutory mission is to review research studies
and plans related to the illnesses suffered by veterans of the 1991 Gulf War.

In a moment you will hear from Dr. Steele how the Committee’s approach to re-
viewing the science has differed from that used in the Institute of Medicine reports.
I will discuss the legal background of the reports.

It is important to understand is that neither the Research Advisory Committee
report, nor the IOM Gulf War reports, are original scientific research. They are in-
tended to be summaries of what others have found.

The reason the IOM is involved in this subject is because, in the same law that
established the Research Advisory Committee, Congress directed VA to contract
with the IOM to prepare reports to guide the Secretary of Veterans Affairs in deter-
mining Gulf War veterans’ benefits. Congress was very specific about how it wanted
these reports done.

Congress directed VA to have IOM review the scientific literature for thirty-three
hazardous substances to which troops were exposed in the war to see if any of those
substances have been associated with an increased risk of illness. If there was suffi-
cient evidence of such an association, the Secretary was directed to prescribe a pre-
sumption of service connection for Gulf War veterans’ health and disability benefits.
Because most studies of hazardous substances are done in animals, the law required
that both human and animal studies be considered. Because veterans were often ex-
posed to combinations of substances, the law required that the reports should con-
sider combinations of exposures. And because Gulf War veterans’ illnesses often do
not fit conventional diagnoses, the law required that undiagnosed illnesses should
also be considered.

Yet, as the IOM reports themselves state, only evidence from human studies was
considered, combinations of exposures were not considered, and undiagnosed ill-
nesses were not considered. The result is that the committees of scientists who
worked on the IOM reports were attempting to put together a puzzle that was miss-
ing half the pieces.

Virtually all of these scientists, who are volunteers who spend most of their time
reviewing the literature that IOM staff sends them, had no idea they were not fol-
lowing the law, I'm sure. They were undoubtedly told that they were following
standard IOM methodology. The Gulf War reports state that the methodology comes
from earlier IOM reports ordered by Congress related to Agent Orange exposure in
Vietnam. As a Vietnam veteran, I well remember that for twenty years after that
war, the government denied there was any connection between Agent Orange and
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the health problems of Vietnam veterans until Congress ordered the IOM to do this
kind of report.

However, a close examination shows that the Agent Orange methodology was sub-
tly changed in the Gulf War reports. One word, the word “human,” was inserted
in the definition of whether there is sufficient evidence that a substance is associ-
ated with an increased risk of illness. That definition determines the conclusion of
the report. It is what the Secretary is directed to rely upon in deciding if there
should be a presumption of service connection for veterans’ benefits. The effect of
this change is that animal studies were not considered in the conclusion of the re-
ports, even though the law specifically required them to be considered in the conclu-
sion by both the IOM and the Secretary. Whether they were considered elsewhere
is of no consequence.

In short, the IOM Gulf War reports do not follow the requirements of the law that
ordered them, nor do they follow the established methodology of the IOM itself. As
a result, there have been no significant presumptions of service connection made on
the basis of the IOM reports.

As to how this could have occurred, I would refer you to my written testimony,
which includes correspondence between VA and IOM staff prior to the start of one
of the reports. The documents show that discussions between VA and IOM staff led
to an agreement that placed conditions on the report that predetermined its out-
come before the IOM committee to prepare it was ever appointed.

Today I am pleased to report that the VA official involved in those discussions
has recently left the VA. I am also encouraged that the new Secretary of Veterans
Affairs is manifestly committed to transforming the culture at VA headquarters to
better serve veterans. So I hope that change is on the way and look forward to the
testimony of the Department of Veterans Affairs this morning.

Change is sorely needed. I have worked for three previous Secretaries of Veterans
Affairs, who were all honorable men, but have sadly seen VA staff continue to mini-
mize the serious health problems of Gulf War veterans, including the misuse of the
Institute of Medicine. Benefits continue to be denied. And because of the stature of
the IOM, its reports have misled researchers, physicians, Congress, veterans’ fami-
lies and veterans themselves. In December, VA ordered a new I0OM report to review
the report of the Research Advisory Committee, rather than act on its recommenda-
tions. IOM has a Committee working on this new report, although IOM says it will
not review the RAC report.

What is clear is that the VA/IOM relationship is in urgent need of reform. I am
distressed that these two great institutions cannot candidly acknowledge these prob-
lems and address them. The Institute of Medicine is the high court of American
medical science. Manipulation of its processes by the government is a serious breech
of public trust with implications far beyond this topic.

In view of the gravity of these issues, I will describe them in detail and provide
the original documents to the Subcommittee staff showing precisely what has oc-
curred. Page references are to the document package provided to staff.

Has VA complied with the statute requiring the IOM reports, and has the IOM
followed the statute and its own established methodology?

In the same 1998 laws that established the Research Advisory Committee, PL
105-277 and PL 105-368, Congress directed the Department of Veterans Affairs to
contract with the National Academy of Sciences (NAS, the parent organization of
the Institute of Medicine), to review the scientific literature regarding substances
to which troops were exposed in the Gulf to determine if these substances are asso-
ciated with an increased risk of illness. These reports were to be used by the Sec-
retary of Veterans Affairs in determining whether the illness should be presumed
service-connected for the purpose of veterans’ benefits.

The law directed the NAS to identify the “biological, chemical, or other toxic
agents, environmental or wartime hazards, or preventive medicines or vaccines” to
which members of the Armed Forces may have been exposed during the war. 38
USC Sec. 1117, note Sec. 1603 (c). [documents p. 2] The law listed thirty-three spe-
cific “toxic agents, environmental or wartime hazards, or preventive medicines or
vaccines associated with Gulf War service” to be considered, including various pes-
ticides; pyridostigmine bromide, a drug used as a nerve agent prophylaxis; low-level
nerve agents; other chemicals, metals, sources of radiation; and infectious diseases.
38 USC Sec. 1117, note Sec. 1603 (a), (d). [documents, pp. 3—4] The law further re-
quired the NAS to identify illnesses, “including diagnosed illnesses and undiagnosed
illnesses,” experienced by Armed Forces members who served in the war. 38 USC
Sec. 1117, note Sec. 1603 (c) [documents, p. 4]

“For each agent, hazard, or medicine or vaccine and illness identified,” the law
provided that:

“The National Academy of Sciences shall determine ...
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(A) whether a statistical association exists between exposure to the agent ...
and the illness ...

(B) the increased risk of the illness among human or animal populations ex-
posed to the agent ... and

(C) whether a plausible biological mechanism or other evidence of a causal rela-
tionship exists ...”

38 USC Sec. 1117, note Sec. 1603 (e) [documents, p. 4, emphasis added]

The statute went on to provide that the Secretary of Veterans Affairs should con-
sider both human and animal studies in determining whether a presumption of
service connection is warranted. He was to consider “the exposure in humans or ani-
mals” to an agent and “the occurrence of a diagnosed or undiagnosed illness in Au-
mans or animals.”

38 USC Sec. 1118 (b)(1)(B) [documents, p. 9, emphasis added]

Congress thus expressly required consideration of animal as well as human stud-
ies by both the National Academy of Sciences (the Institute of Medicine) and the
Secretary of Veterans Affairs. This statutory requirement reflects the fact that most
studies on the biological effects of hazardous substances are done in animals, for
ethical reasons. Consider, for example, the twenty-three studies on the long-term ef-
fects of low level sarin exposure, or the eighteen studies evaluating the combined
effects of pyridostigmine bromide, pesticides and insect repellant listed on pages
160-161 and 170-171 of the Research Advisory Committee report, all of which were
done in animals.

When the first IOM report was conducted under the law, however, animal studies
were omitted from the standard for determining whether an association exists be-
tween an exposure and a health effect. The report states:

“For its evaluation and categorization of the degree of association between each
exposure and a human health effect, however, the [IOM] Committee only used evi-
dence from human studies.”

Gulf War and Health, Volume 1, p. 72 [documents, p. 11]

Considering only human studies and not the substantial relevant literature on
animal studies, and disregarding other statutory requirements described below, the
IOM Committee rarely found sufficient evidence of an association for the exposures
considered, and none directly applicable to the exposures and illnesses experienced
by Gulf War veterans. Following the guidance of the IOM, the Secretary of Veterans
Affairs made no determinations of service-connection for veterans’ benefits. This
pattern has been followed in all IOM Gulf War reports to date.

The failure to consider animal studies contravened clear and repeated statutory
requirements. IOM’s Gulf War reports have also been deficient with respect to other
statutory requirements, as described in the Research Advisory Committee report at
pages 54-55. The IOM reports were required by law to consider not only diagnosed
illnesses but also undiagnosed illnesses, but they have not. The second IOM Gulf
War report, for example, acknowledged that the IOM Committee was not charged
with addressing “nonspecific illnesses that lack defined diagnoses ...” Gulf War and
Health Volume 2, p. 13. [documents, p. 12] As a result, IOM Committees have pre-
occupied themselves with diagnosed illnesses that have not be found to date in ele-
vated rates in Gulf War veterans, while ignoring the multisymptom condition known
as “Gulf War illness” that afflicts one in four.

The law also defines toxic agents to include combinations of exposures (“whether
through exposure singularly or in combination.”) 38 USC Sec. 1117, note Sec.
1605(1) [documents, p. 8] The Research Advisory Committee report lists several
pages of scientific studies that have been done on combinations of agents to which
veterans were exposed in the Gulf War. [Report, pp. 168, 170-171, 175] Yet, the sec-
ond IOM report also acknowledged that “exposure to multiple agents” was not with-
in the Committee’s charge. Gulf War and Health Volume 2, p. 13 [documents, p. 14]

These findings alone would be sufficient to require that the erroneous IOM Gulf
War reports to date be redone in accordance with the law, as recommended by the
Research Advisory Committee report at page 57.

However, a close examination of what occurred makes clear that the problem is
worse and that the exclusion of animal studies cannot have been an oversight. It
was deliberate.

To express conclusions as to whether an association between an exposure and an
illness exists, the first IOM Gulf report defined five “Categories of Association.” Gulf
War and Health, Vol. 1, pp. 83-84. [documents, p. 13—-14] The same categories have
been used in all subsequent IOM Gulf War exposure reports:

o Sufficient Evidence of a Causal Relationship
o Sufficient Evidence of an Association
o Limited/Suggestive Evidence of an Association
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e Inadequate/Insufficient Evidence to Determine Whether an Association Does
or Does Not Exist
e Limited/Suggestive Evidence of No Association.

Each substance was ranked according to these categories. How a substance is
ranked becomes the all-important conclusion of the report as to whether an associa-
tion exists between an exposure and illness.

Where did these categories come from? The report explained: “The Committee
used the established categories of association from previous IOM studies, because
they have gained wide acceptance for more than a decade by Congress, government
agencies, researchers, and veteran groups.” Gulf War and Health, Volume 1, p. 83.
[documents, p. 15] “The categories closely resemble those used by several IOM Com-
mittees that evaluated ... herbicides used in Vietnam ... ” Gulf War and Health,
Volume I, p. 83. [documents, p. 15]

IOM Gulf War reports have repeatedly stressed over the years that their method-
ology is based on the IOM Agent Orange reports. However, it is revealing to com-
pare a category of association used in the Agent Orange reports with the same cat-
egory used in the Gulf War reports.

Agent Orange:

“Sufficient Evidence of an Association. Evidence is sufficient to conclude that
there is a positive association. That is, a positive association has been observed be-
tween herbicides and the outcome in studies in which chance, bias, and confounding
could be ruled out ...”

dgegeirans and Agent Orange: 1996 Update, p. 97 [documents, p. 15, emphasis
adde

Gulf War:

“Sufficient Evidence of an Association. Evidence is sufficient to conclude that
there is a positive association. That is, a positive association has been observed be-
tween an exposure to a specific agent and a health outcome in hAuman studies in
which chance, bias, and confounding could be ruled out ...”

Gulf War and Health: Volume I, p. 83 [documents, p. 13, emphasis added]

The Gulf War category does indeed “closely resemble” the Agent Orange cat-
egory—with a conspicuous exception. The word “human” has been inserted in the
Gulf War category.

This addition obviously did not occur by accident. It was deliberate, as was the
misleading language that these were the “established categories of association from
previous IOM reports.”

Thus, not only have the IOM Gulf War studies been conducted in violation of the
direction Congress provided in the statute; this violation has been deliberate, with
intent to conceal.

As to why it was done, one can speculate based on the knowledge that the Agent
Orange language, just a few years earlier, had produced an IOM report that found
that Agent Orange exposure was associ